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THE RELATION OF THE CLINICAL 
PATHOLOGIST TO THE PRAC- 
TICE OF MEDICINE.* 
WANN LANGSTON, M. D. 
Oklahoma City, Okla. 

Clinical Pathology is a highly specialized 
branch of medicine which deals with patho- 
logical processes, anatomical, physiological 
or chemical, in their relation to the clinical 
manifestations of disease. 

The Clinical Pathologist is a trained special- 
ist who, having been well grounded in the 
fundamental and clinical branches of medicine, 
and having had hospital clinical training or 
its equivalent as necessary prerequisites, has 
given special study to Clinical Pathology in 
its relation to diagnosis, prognosis and treat- 
ment of disease. 

Clinical Pathology more nearly approaches 
the status of an exact science than any other 
specialty of medicine. Yet the methods are 
so varied and so complicated, the limitations 
so numerous, and the results influenced by 
so many conditions existing in the patient, 
that the pathologist must not take his results 
at face value, but must consider them in the 
light of the history and clinical findings in 
arriving at a just opinion in any given case. 
In other words, the methods of the Clinical 
Pathologist are merely a means of eliciting 
additional symptoms which must be carefully 
and conservatively evaluated along with the 
other symptoms in making a diagnosis. In 
this respect, the status of Clinical Pathology 
is not different from that of any other specialty. 


Functions of the Clinical Pathologist. 

In a recent article McCarty summarizes 
the functions of the Clinical Pathologist as 
follows: 

1. Confirmation of Diagnosis, of which 
the clinician might have had some suspicion. 

2. The diagnosis of conditions which the 
clinician did not suspect. 

3. The correction of clinical diagnosis. 








*Read before a joint meeting of the Tulsa County Med- 
ical Society and the Oklahoma Serological Association, 
Tulsa, February 23, 1922. 
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4. The confirmation of positive clinical 
diagnosis. 

5. The recognition of accessory pathologic 
conditions. 

6. The determination of stages in the 
course of disease. 

7. The determination of the physical 
status of the patient preparatory to possible 
operation or other treatment. 

8. Assistance in determining the extent 
of operations. 

9. Determination of data for preoperative, 
operative and post-operative prognosis. 

10. Determination of the cause of death 
in non-surgical and in surgical cases. 

11. Determination of the cause of death 
due to incorrect medical or surgical judgment. 

12. Determination of cause of death re- 
sulting from incorrect operative technic. 

13. Assistance in determining causes and 
modes of surgical infection. 

14. Assistance in clinical, surgical and 
laboratory research. 

15. The actual treatment of disease. 


Need For Complete History and 
Clinical Data. 

A careful consideration of the above points 
reveals the intimate relationship of the work 
of the Pathologist to the Clinical status of 
the patient, and the necessity of having full 
and complete clinical data as a basis for his 
work and opinion. Unfortunately, this is 
not as fully appreciated in some localities as 
it should be, and it is now my purpose to 
point out in a few specific instances the neces- 
sity for the Clinical Pathologist to see the pa- 
tient or to have furnished him essential clinical 
data. 

In such an every day procedure as the 
Wassermann reaction, there are so many 
factors modifying the results that it is a well 
known fact that a positive Wassermann may 
not mean syphilis, and a negative result does 
not rule it out. So the question is no longer, 
does this patient have a positive or a negative 
Wassermann, but does he have syphilis, or if 
it is known that he has had the disease, is 
he free or not? In order that one may give 
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an answer based on scientific reasoning, it is 
not sufficient that he be furnished a specimen 
of blood. 

What are some of the factors influencing this 
reaction? The ingestion of small quantities 
of alcohol may render the substances responsi- 
ble for the reaction inert for as long as three 
days; during active treatment or following a 
single intravenous treatment a positive blood 
may react negatively for a variable period; 
the time of appearance of a positive reaction 
varies from one to six weeks following the 
appearance of the primary lesion, while in a 
small percentage of cases the serum never 
reacts positively; many cases of congenital 
syphilis give 2 negative Wassermann at birth 
and a positive later; cases of latent syphilis 
may give a negative which on proper pro- 
vocative treatment may change to a positive. 
An infant may show a positive reaction while 
the mother is negative; but healthy mothers 
do not give birth to syphilitic children. On 
the other hand blood drawn during or follow- 
ing ether anesthesia may exhibit a false posi- 
tive reaction; the same is true of blood drawn 
during a malarial paroxysm, during the course 
of pneumonia, scarlet fever, and profound 
sepsis; and negative blood becoming con- 
taminated with certain strains of streptococci 
and staphylococci may change to a positive. 
In untreated cases of syphilis there are fluctua- 
tions from day to day in the reaction, so that 
a weakly positive today may be positive or 
negative tomorrow; some cases are Wasser- 
mann fast (will not give a negative reaction 
however long treatment be continued) while 
some strains of spirochetes seem to be mercury 
fast or arsenic fast; in some cases the Wasser- 
mann reaction becomes negative very rapidly 
following treatment, while a more delicate 
test will reveal the case still positive; some 
cases of syphilis persistently give a negative 
Wassermann but if clinical findings warrant 
some other test, as colloidal gold on spinal 
fluid may reveal the true state of affairs. 


Since it is necessary for the Pathologist to 
keep all these facts in mind in arriving at a 
conclusion in any given case, you can realize 
how very important it is for him to have all 
clinical data in connection with the case. 


Functional Diagnosis has taken a prominent 
lace in the practice of medicine and surgery 
in the last few years. This is one of the most 
important fields of the Clinical Pathologist. 


Whether the problem be one of the kidney, 
the gastro-intestinal tract, or the endocrine 
system, it is not sufficient to carry out a cer- 
tain test and attempt to make a diagnosis. 
If there is a retention of uric acid in the blood, 
it is very important to know whether the 
clinical findings and history point to a func- 


tional derangement of the kidney or to a gouty 
condition. 

We hear a good deal about the “Cancer 
Curve” and the “Typical Carcinoma Curve” 
in the glucose tolerance test. Every Clinical 
Pathologist knows there is no such curve. He 
knows that failure to establish a certain type 
of curve is evidence against malignancy; but 
that the same type of curve is found in a good 
many other conditious, notably tuberculosis, 
thyroid condition, etc. In such a case it is of 
the utmost importance to know something of 
the patient’s history which may point the way 
to the true interpretation of fs laborator 
findings. To the Clinical Pathologist a hig 
metabolic rate does not mean a hyper-function- 
ing thyroid. He must know the conditions 
surrounding the experiment, the previous con- 
dition of the patient and the present mental 
and physical state. A certain finding may 
mean something entirely different under one 
set of conditions than it does under another. 
So simple a thing as an apparently normal 
leucocyte count may be an important diagnos- 
tic point, or even of grave prognostic signifi- 
cance when considered along with the other 
symptoms. For example, a normal leucocyte 
count is the usual early finding in cases of 
gangrenous appendex. 

In the matter of tissue pathology it makes 
a great deal of difference whether the patholo- 
gist knows something of the patient, the age, 
sex, location and gross appearance of lesion, 
history of onset and progress; the particular 
area sectioned, etc. It is far better for the 
pathologist to have the entire specimen re- 
moved, with definite description of land marks, 
so that he can select his own area for study. 
It is a well known fact that many areas of a 
tumor for instance, owing to inflammatory 
reaction, etc, do not show the characteristic 
features, and hence the result may be mis- 
leading. Sections removed at operation for 
quick diagnosis are frequently unsatisfactory, 
and it is far better to have the Pathologist 
present so that he may select the most favorable 
areas, as well as get a correct notion as to the 
gross pathology, etc. I have in mind an in- 
stance where a specimen from a tumor of the 
transverse colon was sent to the laboratory 
and revealed only inflammatory tissue. The 
Pathologist hurried to the operating room and 
pointed out the area that to his mind was 
most promising, and this tissue revealed the 
presence of an Adeno-Carcinoma. I have 
seen sections of breast which show normal 
tissue, mastitis, adenomatous changes and 
carcinoma all in the same slide. Obviously 
an examination of a single area taken at random 
might be of serious consequence. Not only 
is the examination of the characteristic por- 
tions of the process necessary, but the character 
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of the tissue at the periphery is of great diag- 
nostic and prognostic significance. 

To my mind one of the most important 
oversights in the diagnosis of disease is the 
failure of the clinician to avail himself of the 
services of the Clinical Pathologist in the 
matter of carrying out further examinations 
which are naturally suggested to him by the 
results in a given test. Every pathologist 
appreciates the fact that it is a pernicious habit 
to accept his results at face value without any 
consideration of other symptoms except in 
the very few cases in which the laboratory 
findings are pathognomonic; and he carries 
out but few procedures in which the results 
do not suggest further confirmatory tests that 
will greatly aid in clearing up an obscure con- 
dition. To illustrate: An examination of a 
night specimen of urine may reveal nothing 
but a low specific gravity. This occurs fre- 
quently. This is a most suspicious symptom 
which immediately suggests the determination 
of the question of fixation of specific gravity. 
Having determined that there is but slight 
fixation, a careful examination of the blood 
for nitrogenous waste retention should be 
carried out under proper conditions. In 
many cases it is found that a patient has 
severe nephritic involvement without the 
presence of either albumin or casts in urine. 
In like manner, a severe diabetic may show 
no urinary symptoms, and many cases of 
glycosuria are not diabetics. These matters 
can be accurately determined by proper labor- 
atory methods alone. 

One of the important functions of the Clini- 
cal Laboratory is the accurate check on and 
guidance of treatment in such conditions as 
nephritis, diabetes and thyroid conditions. 
While the laboratory findings in these cases 
should not be relied upon exclusively, they 
certainly should not be neglected if we are 
to serve the best interests of our patients; and 
in the practice of medicine the patient’s 
welfare is always the primary consideration 
and every other thing should be subordinated 
to it. 
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DETERIORATICN OF NEC-ARSPHENAMIN 

Commercial neo-arsphenamin, George B. Roth, Cleve- 
land (Journal A. M. A., April 22, 1922, states is a rela- 
tively unstable substance in the ampoule. Temperature 
is a potent factor in causing its deterioration. It is ad- 
visable to keep it under storage conditions similar to 
those required for vaccines, that is, at icebox tempera- 
tures, until all the factors concerned in causing the deter- 
ioration of the compound are understood. 


WHAT DOES THE INTERNIST EXPECT 
OF THE LABORATORY .* 
W. FORREST DUTTON, M. D. 
Tulsa, Oklahoma 

The subject, what does the internist expect 
of the laboratory, is vague and permits of 
various interpretations. It is assumed that 
it means cooperation between the laboratory 
and the physician for the accomplishment of 
specific results in the diagnosis, prognosis, 
prevention, and cure of disease. 

From the dawn of civilization to the present 
day, physicians have lived, worked, and died 
in their endeavor to alleviate the suffering of 
mankind. They have traveled the mist cover- 
ed valley that flows between the cold barren 
mountains of empericism and fact. After 
centuries of labor, consecrated to humanity, 
medicine is now emerging upon the golden 
plains of exact science. 

The history of medicine is a record of self 
sacrificing labor of physicians in their combat 
against the inadequacy of medical knowledge 
in its struggle with the laws of nature; yet 
cast your eye, if you will, to the unwearied 
struggles of the physicians of all ages. These 
efforts were to investigate those laws, and to 
appropriate to the healing and blessing of 
suffering humanity the knowledge already 
acquired, or to be acquired. 

A brief reference to history shows that 
many diagnostic, preventive and therapeutic 
measures were initiated in remote antiquity. 
Among these are, diagnosis as practiced by the 
Egyptians; preventive medicine as employed 
by the ancient Hebrews; and therapeutics as 
administered by the Medes and Persians. 
Venesection and inoculation were practiced 
by the Chinese some 2000 yeais before the 
Christian era. 

Optics or the microscope was invented by 
Jan Lippersheim in Middelburgh, in 1608. 

The birth of the idea of parasitic origin of 
disease followed closely the invention of the 
microscope. The first observations on bac- 
teria were made about the middle of the seven- 
teenth century. About the middle of the 
nineteenth century microscopic investigation 
added much to the knowledge of medicine by 
the discoveries of Goodsir (saracina ventricul1) 
Keber (fungus of vaccine virus), and Pollender 
(bacilli of malignant pustule). The last quar- 
ter of this century was made historic by the 
discoveries of Koch (bacillus tuberculosis, 
1882); (cholera fungus, 1885), Klebs (inter- 
mittant fever and pneumonia), Neisser (gonor- 
rhea), Letzerich (diphtheria), Ziehl, Fried- 





*Read before a joint meeting of the Tulsa County Med- 
ical Society and the Oklahoma Serological Association, 
Tulsa, February 23, 1922 
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lander, and Pfeiffer. The more recent dis- 
coveries relative to infectious diseases are 
familiar to all students of medicine. 

The discovery of the circulation of the blood 
by Harvey, in 1616, and the4ubsequent dis- 
covery of the capillary circulation by Mal- 
pighi, in 1616, and of the blood-corpuscles 
(1665), had a marked influence on the progress 
of medicine. The work of Molyneut (1683), 
Leeuwenhoeck (1688), and Cowper (1687) 
on the capillary current, blood-corpuscles 
(including white corpuscles), and the capillary 
connection of arteries and veins did a great 
deal to simplify the study of the circulation. 
The transfusion of lambs blood was performed 
by Purmann and Kaufmann in Germany, 1668. 
Lower and King, of England, in 1667, were 
the first to succeed in the transfusion of human 


blood. 


Since the pioneer work of Leeuwenhoeck 
reat advances have been made in microscopy. 
‘he scientific use of the microscope has re- 
duced the study of histology, physiology, and 
pathological anatomy to their simplest forms. 


Cytology. 

It is assumed that the laboratory worker 
of today will have perfected himself in the 
technic of cytodiagonstic methods. He should 
be able to distinguish four main types of 
fluids: (1) exudates in acute infections of the 
serous membrances, (11) exudates in tuber- 
culosis serositis, (111) transudates, and (1V) 
effusions associated with neoplasms. 


Chemical Changes in the Blood in Disease. 


A knowledge of the chemical changes in the 
blood in disease and their significance is of 
inestimable value in diagnosis and prognosis. 
For this reason, the physician requires that 
the laboratory have reliable methods for the 
estimation of blood volume, the blood proteins, 
serum albumen and globulin, improved methods 
of hemoglobin estimation, methods for the 
determination of non-protein nitrogen and its 
individual components, urea, creatinine, uric 
acid, amino acid nitrogen, creatine, and am- 
monia; methods for the mineral constituents, 
chlorides, phosphates, calcium, magnesium, 
potassium, and iron; methods for blood gases, 
carbon dioxide and oxygen, and methods for 
hydrogen ion, the acetose bodies, phenol, and 
such enzymes as diastase, catalyse, etc. 


These methods have yielded helpful in- 
formation in diabetes, nephritis, and gout, 
while the data obtained in renal diabetes, in- 
fantile conditions, such as tetany and cyclic 
vomiting, in eclampsia, malignancy, chole- 
lithiasis, pernicious anemia, disorders of the 
ductless glands, and various urological con- 
ditions, and have given new viewpoints re- 
garding many diseases. These facts not only 


furnish information of very great value in 
diagnosis and prognosis, but permit of more 
direct treatment. 


Significance of Bacteriological Examination 
of the Blood. 

A few general facts regarding infection, in- 
fectious processes, and the methods of study- 
ing them are necessary to a clear working 
knowledge on the part of both physician and 
laboratory. 

The old. classification, or grouping, of infec- 
tious diseases, such as, (1) contagious dis- 
eases, (11) miasmatic diseases, and (111) 
miasmatic-contagious disease has become ob- 
solete. Since the causes of infectious dis- 
eases and the modes of their transmission have 
been worked out, the vagueness of this classi- 
fication has become obvious. 


Infection means the invasion of the body 
by living microorganisms which find their 
conditions permitting of their multiplying and 
causing injury to the body, thus giving rise to 
disease-phenomena. Similar disease-phenom- 
ena sometimes follow intoxications in which 
no living parasites enter the body, e. g., after 
the ingestion of spoiled food (botulismus); 
here the microorganisms have produced out- 
side the body the poisons that, where swallowed 
give rise to symptoms (Barker). 

The terms septicemia and pyemia should be 
dropped. Instead of the term septicemia, 
one should say general infection or bacteremia, 
if the primary focus cannot be found. For 
the term pyemia, the name metastatic in- 
fection is preferable. A distinction should 
be made between terminal local and general 
infections. Positive and negative blood cul- 
tures are usually of value only if they are in- 
terpreted by those who have had wide clinical 
knowledge especially in infections. 


Serology. 


The value of agglutination tests in clinical 
diagnosis of infectious diseases should not be 
over-estimated, nor yet under-estimated. In 
typhoid and paratyphoid the technic should 
be standardized. Agglutination tests, in ba- 
cillary dysentery, should reveal the bacillus 
and its type. The complement fixation test 
in gonorrhea is of specific value in arthritis 
and epididymitis, and to less extent in pros- 
tatitis, and chronic urethritis. In tubercu- 
losis, the complement fixation test is not at all 
reliable. It seems to be of some definite 
value in glanders and echinococcus cyst. 


The Wassermann reaction is the most im- 


portant for practical purposes. It is present 
in 100 per cent of active secondary cases un- 
influenced by treatment, and in 80 to 90 per 
cent of tertiary cases. About 70 per cent of 
tabetics show reaction in the blood ‘and an 











additional 20 per cent would show reaction 
if the spinal fluid is examined. Craig reports 
82 per cent positive results in congenital lues. 
Yaws, recurrent fever, and a considerable pro- 
portion of cases of trypansomiasis and leprosy 
give the reaction. In malaria, and in scarlet 
fever in the febrile stage, during anesthesia, 
and at post-mortem the reaction may show. 

After twenty years of practice and close ob- 
servation, it would appear that there is not, 
in general, a hearty cooperation between the 
physician and laboratory. In many instances 
this fault is due to ignorance on the one hand 
and false pride on the other. The true phy- 
sician, irrespective of false pride or lack of 
knowledge, will make the great sacrifice, if 
need be, to alleviate the sick, to care for 
wounded, and to succor the dying. 

It is not the object of this paper to prate 
upon the short-comings of the physician and 
the laboratory, but to encourage the best that 
is in them for the consummation to a common 
end,—the prevention and cure of disease. 
This can only be accomplished by the coopera- 
tion of the laity and the medical profession. 
To illustrate, the subject of transfusion of 
blood and its substitutes, with the practical 
problems that confront you, will be enumerated: 


1. The general problem. 

2. Organization. 

3. Diagnosis of acute anemia following 
hemorrhage and indications for transfusion. 

4. Substitutes for blood. 

5. Technic to be adopted, including the 
necessary apparatus. 

6. Selection of donors and supply of donors. 

7. Blood reactions of the recipient follow- 
ing citrated transfusion. 

8. Results. 

9. Conclusions. 

Naturally from this illustration you have 
made your own deductions. It is evident, 
for the welfare of our profession, that a real 
liasion must be established with the laboratory. 

In the last decade the viewpoint of phy- 
sicians has changed relative to the concrete 
clinical value of pathological anatomy, and 
they are now directed to functional pathological 
processes. They are studying the causes of 
the deviations from the normal conditions, 
endeavoring to acquire that knowledge during 
life that pathologists find in the bodies after 
death. It is highly desirable for the clinical 
diagnosis of diseases today, that a knowledge 
of functional pathology, biophysics, and bio- 
chemistry be made the basic preparation of 
every physician. 

In conclusion, it may be mentioned that 
the spirit of this paper is to touch only upon 
the salient points referable to the title. All 
will agree that each of the medical specialties 
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requires for its mastery so much experimental 
work, so much technical skill, and such a 
wealth of detail and depth of special know- 
ledge, that a firm grasp of more than one or 
two specialties exceeds the mental power of a 
single individual. True medicine holds no 
place for commercialism. Hence the necessity 
for well equipped laboratories operated by 
practical physicians who are imbued with the 


scientific spirit. 
603 New Wright Bldg. 





A TREATMENT FOR TRACHOMA. 
T. O. Broody, M. D. Burlington, Okla. 

Having witnessed so many failures in the 
treatment of Trachoma by popular local 
methods, as for example Knapp’s roller forceps, 
sol. Cupric Sulphat, and the radical removal of 
the palpebral conjunctiva, the writer has been 
lead to place a good deal of dependence on 
the following treatment. Mix the following 
in the order given: 


Rx 
Aquae Destilat. wre er 
Antimonae et Potass. Tart.........grs xv 
Ferr! Sulphat (Squibb) ..Qrs XXX 
Ne nn 5 naa 6, rin 5 6.0. ne 
Potassae Chlorat .. .Qrs xx 


M. Sig: Formula No. 1. 
Let this stand one week before using. 


I in: stunts eis'> elas waa gr i 
Acid Boracici....... nents canean acted grs ill 
Hydrastia Sulphat (Merrell) grs il 


..ounce i 


Aquae Rosae qs ad....... 
M. Sig: yaa No. 2. 


Use these formulae once a day, alternating 
the applications each time so that each eye 
gets one formula every other day; for example 
the lefteye gets formula No. 1 today and No. 2 
tomorrow, the right eye gets formula No. 2 
today and No. | tomorrow. Use formula No. 1 
first on the eye of its turn. Let the patient 
wear very dark smoked glasses while the eyes 
feel irritated. 


There is one important word of warning 
Do not, note well, do not use Formula No. 1 
when there is any sign of corneal ulcer, but 
use formula No. 2 until ulcer is healed. When 
ulcer appears healed then for a while use 
Formula No. | in the regular manner, except- 
ing that it should be diluted to 10% of its 
regular strength. The danger point to watch 
at all times is corneal ulcer. 


Attend to general condition of the patient. 
Hot baths are often indicated—clean out and 
clean up. Let the food be plain, and in general, 
let the patient’s life be hygienic. 

It is customary, in my experience, to have 
the patient report decided improvement in 
his feelings within one week. The treatment 
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may take three months to affect what might 
be called a tentative cure. Toward the last, 
finish the treatment with Formula No. | in 
10% strength, in both eyes each day; followed, 
after an interval, with Formula No. 2, also in 
both eyes. 





TREATMENT OF PROSTATIC 
ENLARGEMENT* 
W. J. WALLACE, P. H. G., M. D. 
Proi. Genito-Urinary Diseases and Syphology, University 
of Oklrhoma, School of Medicine, Oklahoma 
City, Oklahoma 

Volumes have been written on the operation 
for prostatic hypertrophy, giving the ad- 
vantages and disadvantages of both routes. 
The perineal prostatectomy (Young’s method), 
which is not so popular but has its advantages 
in certain selected cases, and the other, the 
Supra-pubic, which is more generally used by 
urologists and surgeons throughout the world. 

Of the operative treatment, I will have very 
little to say, as my paper will be devoted chiefly 
to the treatment of the pre-prostatic stage, 
or involvement of the prostate in men of the 
fourth decade and first half of the fifth; to 
take in a chain of symptoms which have been 
overlooked in men ranging from forty to 
fifty-five years of age. At this time of life 
men undergo certain mental, nervous, urinary, 
physical and sexual changes, the second crisis 
in a man’s life, corresponding in a way to the 
nervous change experienced by women at the 
time of menopause. 

I have had a great many patients come to 
me with vague and referred symptoms at this 
age of life, having previously visited their 
family physician, and even been to health 
resorts, springs, mountain climate, etc., seek- 
ing relief and cure for their impending nervous 
collapse. All of this had been to no avail be- 
cause the underlying trouble had never been 
reached, namely, a beginning enlargement 
and pathological condition of the prostate 
with its complex and referred symptoms. 


Structural Anatomy. 


The prostate is a musculo-fibrous gland. 
The proportion varies, the glandular tissue 
most marked in the lateral lobes, the muscular 
and the fibrous tissue in the pre-urethral 
portion. 

It envelops the neck of the bladder, the 
base or superior surface in contact with the 
base of the bladder, being attached to its 
muscular coat, and the posterior superior por- 
tion in intimate relationship to the seminal 
vesicles which enter the prostate in the upper 
portion of the posterior surface and pass down- 





*Read before the Section on Dermatology, Urology and 
Radiography. McAlester, Okla., May 17, 18 and 19, 1922. 


ward and forward in the fibrous canal which 
ends at the verumontanum. 


Relationship. 

Anteriorly, it is covered by the prostate 
muscle and lies about one inch behind the 
symphisis pubis from which it is separated by 
a plexus of viens (Plexus Santorina). 

Posteriorly it rests directly on the anterior 
wall of the rectum, being separated only by 
loose cellular tissue and its fibrous sheath. 
The posterior superior portion is directly and 
intimately connected with the seminal vesicles 
and ampulla of the vas and by fascia, struc- 
ture and nerves to the base of the bladder and 
terminal portion of the ureters. Hence the 
numerous reflex symptoms. 


The apex is directed downward and in con- 
tact with the deep layer of the triangular 
ligament. 

Internally, the prostate is tunnelled by the 
prostatic urethra which is much nearer the 
anterior than the posterior part of the gland. 
The floor of the prostatic urechra contains a 
number of orifices and ducts, in which on 
account of their location, much pathology is 
frequently encountered. 


Structure. 

The prostate contains about fifty glands of 
the tubular variety, the ducts of which unite 
to form about twenty larger ducts, which open 
into the prostatic urethra on the sides of the 
verumontanum. 


Blood Supply. 


The arteries for the prostate are derived 
from the inferior vesicle, middle hemorrhoidal 
and internal pudic. They are small and 
of no special significance. The veins are very 
numerous and important. They form a plexus 
which lies chiefly on the anterior and lateral 
aspect of the prostate between the fibrous 
sheath and the true capsule. They communi- 
cate with the veins of the urethra, the bladder 
and the hemorrhoidal veins. Congestion of 
these veins will give rise to dysuria and reten- 
tion of urine. 


Nerve Supply. 


The nerve supply of the prostate is im- 
portant, because the condition of this organ 
exerts a powerful influence on other structures 
and their functions, particularly of the sexual 
system. It is not unusual for an infection of 
the prostate to exert a more powerful in- 
fluence on the mental and general nervous 
condition of the individual than an infection of 
like grade in some other organ. The nerves 
of the prostate are cheifly sympathetic fibres 
originating from the inferior hypogastric 
plexus. Timoleew has shown that the _pros- 
tate contains a most elaborate system of nerve- 
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fibres and nerve endings. There is direct 
communication between the nerve supply of 
the prostate and that of the seminal vesicles. 
It alse contains a few fibresfrom the anterior 
roots of the third and fourth sacral nerves. 


Pathology. 

In prostatic diseases, there are two types 
usually encountered. 

FIRST: The atonic type which plays a 
smaller part in the trouble, but one with which 
we have to deal. In this variety there is a 
moderately enlarged gland, soft and compres- 
sible with baggy and dilated ducts and quanti- 
ties of accumulated prostatic material, con- 
sisting of epithelium, mucus, pus, lympho- 
cytes, red blood cells, and debris of the dilated 
acini. In this form also are complicated the 
seminal vesicles. The vesicles are baggy, 
atonic and easily palpable, containing a vary- 
ing quantity of dammed back material. There 
is also at times general edema and thickening 
of the space between the seminal vesicles and 
around the ampulla of the vas. 

SECOND: The other form is most fre- 
quently encountered. It is of variable size, 
sometimes quite large and at other times only 
moderate enlargement, but the pathology 
cannot be estimated by the size, as one of 
moderate size will at times give greater reflex 
symptoms than the large one. Examination 
with the finger will reveal the prostate in- 
durated, sensitive to the touch and at times 
extremely painful. This enlargement and in- 
flammation is the result of a previous inflam- 
matory condition and is frequently due to an 
infection dating back a number of years. 
However, we do have this trouble in people 
who have never had gonorrhea, as it can be 
caused from a mixed infection which has pro- 
duced a chronic low-grade inflammation, re- 
sulting in a hard, chronically inflamed gland. 
From this chronic inflammation the seminal 
vesicles have become involved to a greater or 
lesser degree and are usually small and con- 
tracted, if felt at all, and bound down with 
adhesions, frequently against the prostate. 
And the ampeulla of the vas is also adherent. 
In this class one will frequently find the 
bladder baggy, tonicity partly destroyed and 
incapable of expelling all the urine. This is 
due either to extensive inflammation under- 
neath, which involves jointly the prostate, 
seminal vesicles, and vesico-ureteral region, 
or the bulging portion of the middle lobe, and 
interfering with its expulsive function, thereby 
causing residual urine, frequency of urination, 
and general disturbance of the vesical region. 


With this pathology existing and considering 
the involvement of the nerves supplying this 
region, one can readily understand the reason 
for the varying nervous and physical symptoms. 


Symptoms. 

At this time these patients are not suffering 
from the true prostatic neoplasm or hyper- 
trophy. However, this hyper-plastic tissue 
begins its development, according to Losely 
and others, as early as the third decade, but 
this will not cause the urinary and nervous 
manifestations as described until the patient 
is beyond the age of 50, unless malignancy 
has intervened. Their history conde re- 
veals a train of symptoms as follows:- 
Headache, vertigo, moderate loss of weight 
and strength, rheumatoid pains in the lumbar 
and sacro-iliac region, pains extending down 
the sciatic nerve, neuritis and paresthesia, 
variable appetite, digestive disturbances, sta- 
sis, bad teeth, bad breath, bad taste, coated 
tongue, diseased gums, and tonsils, beginning 
eye trouble, disturbances of the cardio-vascular 
system, sleeplessness, inability to concentrate 
the mind as formerly, mental lassitude and 
prominent urinary symptoms, such as fre- 
quency, inability to hold urine any great length 
of time during day, night frequency, two or 
three times, and with a beginning residual 
urine ranging from one dram to two ounces. 
While this amount of residual urine is small, 
yet it is enough to up-set the patient’s genera 
physical and nervous system. These symp- 
toms alone are enough to produce great ner- 
vous and mental changes, but there are others 
and by closely questioning the patient, you 
will also find that he is mo rel from partial 
to complete impotency. This added to his 
mental anxiety, loss of sleep and lack of relief 
which he has sought, but not found, will 
often cause him to do himself bodily harm. 

Of course, all of these symptoms are not 
outstanding in each case, but the patient is 
suffering from a number of these, and is in 
need of judicious treatment. 


Usually and unfortunately these cases are 
treated very lightly by the physician who is 
being consulted, merely collin the patient 
that he is overworked and unduly nervous 
and that the symptoms will soon subside, ad- 
vising rest and perhaps giving a nerve tonic 
without appreciating he real underlying path- 
ology. 

Diagnosis. 

We should be very thorough in making and 
collecting a correct history. Often times this 
is difficult, as the patient is inclined to hide 
some act of indiscretion earlier in life, so one 
will have to question him very closely regard- 
ing his past life as well as to various infectious 
diseases. Then a very thorough physical 
examination should be made. This should 
begin by examination of the entire body, 
especially of the genital region. Next the 
patient should be requested to void two 
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specimens of urine, noting the character of 
each; a specimen to be sent to the laboratory 
for microscopic and chemical examination. 
After patient has thoroughly emptied the blad- 
der, introduce a soft rubber catheter into the 
bladder to determine the amount of residual 
urine. Usually there is a small amount, vary- 
ing fromone dram to an ounce or more. (Pa- 
tient is usually unaware of this retention.) 
Next, a digital examination is made per rectum, 
noting condition of the sphincter-ani and the 
size of the prostate and vesicles. Then a sound, 
size 24 is introduced to determine if there is an 
obstruction, stricture, or general tightness in the 
canal. Following this, a cysto-urethroscopic 
examination is done. This should be applied 
in every case, as it reveals the condition of the 
bladder and the prostatic portion of the 
urethra, the area where so much pathology 
exists. A great many times here is the seat 
and cause of a great deal of trouble such as 
ulceration, erosions, enlargement, small papil- 
lomas and thickening and enlargement of the 
verumontanum. At other times we will find 
this canal in anemic condition and often times 
the veru is atrophic. Another thing is the 
character of pain experienced during the ex- 
amination, whether it is hyper- or hypo- 
sensitive. Very frequently from the anesthesia 
in this area, we are able to make a diagnosis 
of a spinal lesion. 


Treatment. 

All focal infection must be treated and re- 
moved if accessible, such as infected gums, 
teeth, tonsils, piles, fistula and fissures. Con- 
stipated bowel must be treated by free cathar- 
sis, tonics given for the general circulatory 
system, dietary, hygienic measures applied. 

assermann must be made regardless of his- 
tory and patient treated accordingly. 

In any event, I find potassium iodide in 
gradually increasing doses over a long period of 
time to be of benefit regardless of lues. Local- 
ly, massage over seminal vesicle region and 
prostate for five minutes, twice a week, large 
size sound or Coleman dilator to remain in 
post urethra for ten minutes followed by in- 
stallation of 2% protargol or 1-2 of 1% silver 
nitrate, this every five days; also the cautery 
spark around the region of verumontanum. 

This routine should be kept up for about 
three months and patient be given a period of 
rest with instructions to return in four to six 
months for a similar treatment but of shorter 
duration. Under this treatment together with 
general encouragement, the patient can be 
tided over this crisis and regain his normal 
physical stability. 

The above treatment if given with the hope 
of giving relief for the pre-operative cases and 
canecklly those under fifty-five years of age. 


From a series of several hundred cases ob- 
served and treated by the writer in the last 
ten years, a few case histories are given as 
follows: 

Case History, 12-19-16. W.K.B. White, 
age 52, occupation, oil operator. Married, 
wife living, four children, all living and in 
good health. Family history negative. With 
the exception of G. C. 25 years ago patient 
claims to have been in excellent health. 

Present Trouble. For about a year has had 
some rheumatic pains in lumbar region which 
were noticed most prominently upon arising 
in the morning. Headaches rather frequent— 
bad taste—unable to smoke with satisfaction, 
having been an excessive smoker all his life. 
Indigestion, gas on stomach and a tendency to 
constipation. Mental attitude hardly up to 
normal, so he claims. Urination rather fre- 
quent, arising two to three times at night; 
some difficulty in starting the stream. After 
questioning him rather closely he admitted 
that he was suffering from a partial impotency. 
This had been worrying him and he had taken 
various treatments secretly for this. His 
visit to me was due to a fancied kidney trouble. 

Diagnosis. A number of bad teeth, pyor- 
rhea, coated tongue, blood pressure 152 over 
90, heart practically negative, gas in bowels, 
stiffness in the lumbar region, external genital 
region negative. First and second urine 
deel urine, ounces two, patient 
unaware of this. Prostate rather large; pain- 
ful to touch symetrical in outline, compressible 
and considerable quantity of prostatic material 
expressed from massaging; vesicles practically 
negative. Cysto-urethroscopic shows bladder 
in fair condition. Apex of trigonum bulging. 
Prostatic urethral mucosa thickened through- 
out, showing -areas of elevations closing the 
prostatic ducts. Considerable pain encounter- 
ed and some bleeding from the manipulation. 


Patient treated once a week for three 
months as he was an out of town patient, along 
the lines described under treatment with the 
result that prostate was reduced to half its 
size, residuum diminished to only a few drops 
and the patient regained his physical and 
mental ability. 

He has called on me at different times for 
treatment of short duration. At the present 
time is active and healthy in all his senses. 

Case History, 12-6-20. E. G. D. White, 
age 43, married, three children in good health, 
negative family history. No history of ever 
having had venereal diseases. LaGrippe six- 
teen years ago followed by occasional bladder 
disturbances. 

Present trouble. Rheumatoid pains over 
body at times for about four years, aching in 
character and most pronounced in lumbar 
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region, stiffness of muscles, numbness of 
fingers, occasional headaches but no involve- 
ment of bones or joints. Urinary symptoms 
more noticeable for the last year, consisting of 
frequency, hesitancy, and at times a slight 
pain at termination. 

Examination. Bad teeth, throat congested, 
tonsils fair size but no trouble from same— 
upper extremities negative, varicocele left side 
moderate size. Urine cloudy, low specific 
gravity, slightly acid. Residual urine, ounces 
one; prostate very large, compressible 
and tender, large quantities of material stained 
with blood, expressed by massage. Stains 
show extra cell diplococci and_ streptococci. 
Kidney and function negative. Bladder slight- 


ly trabeculated, marked bulging at apex 


trigone. Prostatic urethra thickened and i 
folds and of a low grade inflammation, very 
painful and considerable blood followed the 
examination. ‘his condition due to a mixed 
infection, non-specific. 

Treatment about same as outlined above. 
Patient now free from pain, prostate reduced 
in size and character of secretion improved. 
Bladder and prostate in fair condition and no 
residual urine. Patient discharged with i 
structions to report at times as these cases 
cannot be cured at one course of treatment 
but must be kept under observation, and 
treated as condition arises. 

Case History, 3-16-20. W.E.M. White, 
age 49, married, no children, wife never preg- 
nant. Family history negative. G. C. 23 
years ago and was under treatment about two 
years. Health otherwise excellent. 

Present Trouble. Principal complaint is 
dificult and frequent urination, with pain over 
bladder at times, radiating perineal region, 
loins and lumbar region. Extremely nervous, 
irritable, forgetful, unable to concentrate on 
business, sleeplessness, appetite variable, coat- 
ed tongue and constipation. 

Patient under impression that he had be- 
ginning Bright’s Disease and his wife thought 
he was on verge of nervous breakdown due to 
business conditions. 

Examination. Upper extremities negative, 
external genitals negative. | irst urine cloudy, 
few shreds. Second and third slightly cloudy. 
Small catheter introduced locating dram of 
residual urine. Prostate very large and ten- 
der, very little material showing after massage. 
Stricture located at bulbo-membranous t rethra 
size 20. 

Treatment. Gradual dilatation of strictures 
massage of prostate and deep instillation. 
This every four to six days over a period of 
about four months at which time patient’s 
urethra would admit sound size 30 without 
bleeding or special discomfort. Prostate re- 


duced in size and general symptoms of patient 
back to normal. 

This patient had been advised to have a 
prostatectomy which, of course, was unneces- 
sary, as course of treatment demonstrated. 

Cas» History, 10-15-20. J. L. White, age 

6, bachelor. Family history negative. G.C. 
and syphilis 20 years ago, the former cured in 
about four months, the latter treated the old 
way intensively. While patient thought him- 
self cured of syphilis, yet never felt safe to 
marry and lived usual life of a bachelor. 

Present Trouble. Sexual neuresthenia, con- 
sisting of anemia, poor blood supply, claims 
parts to be cold. Disturbance in urinary 
act, vague pains over body and general mental 
depression. 

Examination. Upper extremities negative, 
moderate varicocele left side with a long scro- 
tum. Very large and hard prostate, no pain 
nor fluid expressed by massage. Vesicles 
negative; residual urine varies from one-half 
to one ounce but no discomfort from same. 
Cysto-urethroscope introduced without pain. 
Bladder capacity ten ounces, general condition 
fair. Each kidney and its function normal. 
Prostatic urethra much thickening throughout 
but no bleeding or pain from examination. 

Diagnosis. Syphilitis infiltration of the 
prostate causing the large hard and painless 
gland. The marked anesthesia in the pros- 
tatic urethra would lead us to suspect spinal 
syphilis even though we might have had 
negative history. 

Treatmen:. Anti-syphilitic treatment in- 
stituted, local massage, sounds as described, 
followed by operation for varicocele and partial 
ablation of scrotum with the following results; 
general improvement of patient’s mentality, 
prostate softened and compressible, general 
tone much improved in the vesico-prostatic 
region. Prostatectomy not indicated. 


Indication for Removal of Prostate 

The indication for the removal of the gland 
is not based upon the size but upon the amount 
of obstruction which is produced, with the 
resultant damage to the upper urinary tract. 

The prostate may become either the seat 
of hypertrophy or atrophy; that is, in some 
patients we find a small sclerosed and fibrotic 
prostate which can give equally as much 
trouble as the adenomatous or hypertrophic 
gland. 

Preparation for Prostatectomy. 

Patient is given a thorough general examina- 
tion upon entering the hospital, bladder visual- 
ized, (this | consider very necessary) noting 
the character of the bladder, diverticuli, cal- 
culi and any other abnormal existing condition. 
An attempt is made to catheterize each ureter. 
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In the majority of cases this is impossible; 
but, if successful, the X-ray catheter is passed 
to the pelvis of the kidney. A specimen of 
urine from each collected for laboratory ex- 
amination. Then the phenolsulphothalein test 
is made to determine the functional activity 
of the kidney. The patient is sent to the 
X-ray room for radiography. This should be 
done in every case as we frequently find com- 
plicating renal calculi. 

Uretal catheterization is often impossible, 
but in every case we do the Thalein test using 
an in-dwelling catheter for two hours and ten 
minutes. Because of more or less inaccuracy 
with Thalein and the recent advances in blood 
chemistry, we are now testing the blood for 
the retention of non-protein nitrogen and 
urea-nitrogen. This has given more accurate 
results in our hands than the Thalein. 

Usually in these cases the non-protein nitro- 

en and urea-nitrogen will be high, and the 
Thalein test low, showing the case to be un- 
safe for immediate operation. 

Even though the various tests show the 
patient to be in the zone of operative safety, 
from sad experience | have entirely discontin- 
ued the one-stage operation, as it is unwise 
and unsafe, because these patients are always 
septic, with a thickened aad diseased bladder, 
which is harboring bacteria of a vicious charac- 
ter, and has a tendency for a great deal of 
bleeding, due to the diseased and thickened 
mucosa. Operation at this time, through this 
diseased bladder, seems to liberate and throw 
into the circulation such large quantities of 
bacteria and their toxins that the patient is 
unable to withstand the shock. 

My plan at the present time is to do a 
supra-pub.c cystotomy, using gas anesthesia. 
This operation is of short duration and no 
shock to the patient. The patient is then 
put ona non-protein diet, with general hygienic 
and supportive treatment. 

At this time the urine is being drained 
through the supra-pubic opening, all bad 
teeth and complicating pus feeders having 
been removed. The blood chemistry is run 
every third or fourth day until it reaches the 
point of operative safety, which is N P N, 
28 to 32 and U N from 12 to 15. This will 
take place all the way from two to four weeks 
before the patient is a safe operative risk. | 
use the retention test in preference to the 
Thalein test as the latter is inaccurate on 
account of the leakage through the cystotomy 
wound and | have been very much pleased 
with the results of the former. 


As soon as the blood chemistry shows the 
patient to be in the operative zone, gas anes- 
thesia is given and the supra-pubic wound is 
stretched sufficiently to admit two fingers in 


the bladder, counter pressure is made in the 
rectum and the prostate is removed through 
the previous incision. A halfinch drainage 
tube is left in the bladder. After being re- 
turned to room the patient is given a proc- 
toclysis, 4% solution of sodium bicarbonate, 
one and one half pints every four hours for 
the first twenty-four hours. This is followed 
by general supportive after treatment. Pa- 
tients of this type usually make an uneventful 
recovery. 

Suites 3, 4 & 5 Shops Bldg., 

City, Oklahoma. 
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“ETIOLOGY, DIAGNOSIS AND TREAT- 
MENT OF TRICHOPHYTOSIS.’* 
CHARLES J. WOOD, M. D. 

Tulsa, Oklahoma 

The subject of this paper was selected 
chiefly for two reasons; first, because tricho- 
phytosis is a disease so frequently encountered 
in this climate; and, second, because its true 
nature is so frequently un-recognized. 

To treat the subject of trichophytosis in a 
complete and exhaustive manner would re- 
quire a considerable amount of time, hence 
the limiting of this paper to etiology, diagnosis 
and treatment, since it will be necessary to 
discuss some of the symptoms in connection 
with differential diagnosis. 

It is the writer’s desire only to direct atten- 
tion to a few of the more important features 
of this disease and if his efforts serve een to a 
limited degree in bringing about a more gen- 
eral recognition of the prevalence of ringworm, 
enough will have been accomplished to amply 
repay him. 

Etiology and treatment will be considered 
as a whole, while for convenience diagnosis 
will be considered in connection with the 
different varieties. 

Ringworm is produced by a vagetable fun- 
gus of which there are two distinct and un- 
related forms; microsporons, or small spore 
fungi, and trichophytons, or large spore fungi. 
The trichophytons are divided into two main 
varieties, megalosporon endothrix and meg- 
alosporon ectothrix, the former invading the 
shaft of the hair and the latter without and 
upon the hair shaft. 

The megalosporon endothrix is further sub- 
divided into varieties, according to their re- 
sistance to potassium hydrate, the resistant 
and fragile. 

The microsporons are differentiated from the 
megalosporons more by their arrangement 
than by the size of their spores since some of 
the former have larger spores than the latter. 





*Read before section of Urology Dermatology of Okla- 
homa State Meeting, McAlester, Oklahoma‘ May, 1921. 
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Sabourand’s classification from a cultural 
standpoint, while much more complicated, 
has many points in its favor, in that they are 
classified more definitely in relation to the 
areas of invasion, type of lesion produced 
and pathology. 

He divides the microsporons into two groups, 
one of human origin and one of animal origin, 
each group containing a number of varieties 
of which only one of each group is of enough im- 
portance to justify mention here, the micro- 
sporon audouini of human origin and micro- 
sporon lanosum of animal origin. The prin- 
cipal differentiation between the two groups 
is that those of animal origin produce a lesion 
in man more inflammatory in character. 

The trichophytons are divided into two 
main groups, the ectothrix and endothrix, 
which are further subdivided into a number 
of varieties for a further consideration of which 
any good text on dermatology is recommended. 

Climatic conditions exercise a marked 
fluence on the prevalence of ringworm and it 
is more common in warm moist climates as 
well as among those engaged in occupations 
where much moisture is present. Geographi- 
cally, there is undoubtedly an influence, espec- 
ially as regards prognosis and for a long time 
there was a heated discussion among derma- 
tologists regarding the resistance to treatment 
by tinea tonsurans in the New England states 
and east over that in the Mississippi Valley 
and there is actually a much greater resistance 
in the eastern states. Children are much 
more susceptible than adults, especially to 
Tinea Tonsurans and certain types of Tri- 
chophytosis corporis. Athletes wearing jock 
straps and men riding horseback are more 
susceptible to attack by the epidermophyton 
inguinale. 

In this latitude ring worm is quite common 
in all its forms and should always be thought 
of in connection with a circumscribed skin 
lesion. Diagnosis is never absolutely certain 
without a demonstration of the fungus under 
the microscope. The well defined lesion of a 
typical ringworm is not difficult to recognize 
but the majority of these infections when seen 
first by the physician have been treated and 
are no longer typical in which case they do 
tax the diagnostic powers considerably. 


Trichophytosis Capitis has to be differentiat- 
ed from Alopecia Areata. In the latter the 
patches are smooth, the hair falls en masse 
and there are no inflammatory symptoms, 
while in the former there is the raised inflam- 
matory border, scaly or branny surface and 
hair stumps present. The silvery scales, 
leaving bleeding points on removal and normal 
hair in areas involved serve to differentiate 
ringworm from psoriasis of the scalp. The 


condition usually termed squamous eczema of 
the scalp is not so sharply marginated and the 
scales are different in character and color and 
the hairs are more firmly fixed in their follicles. 
The history of contagion usually obtainable 
in ringworm is absent in other conditions of the 
scalp resembling it and in all doubtful cases 
the microscope will settle the question. Favus 
may be recognized by its odor of mice and 
more general involvement as well as by the 
scope. 

The type of ringworm invading the scalp 
is produced usually by the microsporon adouini, 
but sometimes by the trichophyton endothrix. 

Trichophytosis Barbae differs from Cocco- 
genous sycosis, with which disease it is more 
frequently confused, in that it presents nodules 
and deeper penetration of the skin while 
sycosis is superficial, more evenly and generally 
distributed and the skin between the hair 
follicles is red and inflamed. There is more 
pain and tenderness in the pyogenic infection. 
Syphilis of the bearded region is usually 
accompanied by lesions elsewhere and the 
crusted areas reveal ulcers upon removal of 
the crusts. The Wassermann will aid in 
differentiation here. Dermatitis of the beard- 
ed areas results generally from nasal or other 
irritating discharges and these may be re- 
cognized by their location. 

The diagnosis of trichophytosis corporis of 
certain varieties is at times very difficult and 
it is not at all uncommon to mistake it for 
other dermatoses. Tinea Imbrica in addition 
to being a rare disease in this locality may be 
differentiated from Ringworm by its lack of 
inflammatory symptoms, large adherent scales 
and peculiar concentric rings. 

Chromophytosis on superficial examination 
may resemble choasma but the latter does not 
scale and often involves the face while the 
former very seldom does. Macular syphilis 
may have the color but when it has reached 
a stage that it might be confused with Tinea 
Versicolor it has invaded the hands, feet, 
mucous membranes and other areas not affect- 
ed by this type of fungus. Tinea Versicolor 
is very frequently attributed to a torpid liver 
by the layman and he often comes seeking re- 
lief from his “liver spots.” 

Ringworm of the Glabrous surfaces is to be 
differentiated clinically from Eczema, Psoria- 
sis, Dermatitis Seborrheica, Syphilis Herpes 
Iris, Lupus Erythematous and Pityriasis 
Rosae. 


Eczema is more inflammatory, not sharply 
defined, is irregular in contour and has more 
induration and itching. Psoriasis presents 
the silvery scale peculiar to this disease and 
deeper involvement of the skin with bleeding 
points following removal of the scales. 
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Dermatitis Seborrhoica never forms vessi- 
cles or Pustules and the scales are more greasy 
and the redness usually less marked. 

Syphilis differs in that in tertiary lesions 
resembling Ringworm there are multiform 
lesions, ulcers and crusts with atrophy over 
the healed areas in the centers of the circinate 
lesions. 

Herpes iris has a predilection for the ex- 
tremities and the Erythematous nature of the 
lesions shading off from the dark red centers 
into the normal skin is not present in Ringworm. 

The atrophy of Lupus Erythematous, its 
chronic course and symetrical distribution 
are all different from Ringworm. 

Pityriasis Rosea lacks the papular border 
of Ringworm and the cigarette paper wrinkling 
salmon colored centers of the lesions are sufh- 
cient to make its diagnosis easy. 

That variety of Ringworm caused by the 
Epidermaphyton inguinale is probably more 
often incorrectly diagnosed than any other 
since it is chiefly this variety that affects the 
hands and feet as well as the inguinal and 
sometimes the axillary regions. When in- 
volving the axillary or inguinal regions it may 
be confused with intetrigo or Dermatitis 
Seborrhoica, the differential points of which 
have been mentioned. When hands or feet 
are affected the resemblance to other skin 
diseases varies according to the type present. 
The first type, the acute, vesiculo-pustular is 
clinically almost indistinguishable from acute 
Vesiculo-Pustular Eczema, Dysidrosis or Pom- 
pholyx and the microscope only can be de- 

ended upon for certain diagnosis. Incidental- 
;, Ringworm infection is so much more fre- 
quent in these regions than is generally sup- 
posed that every vesicular eruption should be 
strongly suspected of being Ringworm. 

The second variety, chronic intertriginous 
attacking the toes is very likely to be mis- 
taken for simple Intetrigo but hardly any- 
thing else. 

The third variety, the Keratotic variety, 
may resemble very closely a palmar syphilis 
and the Wassermann and the microscope be 
required to make a diagnosis. Callosities of 
the palms or soles and Paronychia should 
always be suspected. With proper technic 
the microscope will always clinch a diagnosis 
and is the best and surest method of relieving 
any doubt in every suspected case of Ring- 
worm. 

The object in the treatment of Ringworm is 
of course the destruction or removal of the 
fungus from the skin and this is often a very 
dificult matter when dealing with scalp in- 
fection. In practically all severe cases epila- 
tion is required for a complete cure and when 
done by hand is a very tedious procedure since 


it is necessary to remove the hair for a short 
distance beyond as well as from the diseased 
area. 

For epilation the X-ray is by far the easiest 
and quickest method but should never be 
attempted except by a skilled operator and 
then only in very obstinate cases as there is a 
very real danger of producing permanent 
Alopecia. 

In the opinion of the writer it is best to con- 
fine it to institutional practice where there is 
danger of a spread of the disease among chil- 
dren if the slower methods of treatment are 
employed and where there is need of speed in 
its control. It is scarcely justifiable to risk a 
permanent Alopecia from treatment when the 
disease will usually subside spontaneously 
near puberty without producing one. 

Among the more popular local remedies may 
be mentioned one to five per cent formalde- 
hyde, Tr. iodine, saturated solution of Sodium 
Hyposulphite, Acetic Acid and solutions or 
ointments of Salicylic and Boric acid of each 
one drachm to the ounce of Petrolatum or 
Chrysarobin, the latter carefully confined to 
the diseased area. Ointments are best ap- 
plied by using a shaving brush with t 
bristles cut short. Caps of tissue paper or 
gauze should be worn during the existence of 
infection and renewed daily, the used ones 
being burned to avoid transmitting the in- 
fection to others. 

In treating Ringworm of the non-hair sur- 
faces there is less difficulty in accomplishing 
the removal of the parasite and this-is best 
done by employing some method of removing 
the epidermis and with it the fungus. Of the 
many drugs recommended, Iodine, Sulphur, 
Chrysarobin, Sodium Hyposulphite and Am- 
moniated Mercury are popular and in most 
cases effective; simple scrubbing with green 
soap and water will sometimes suffice in mild 
cases. 

The ultra violet ray as generated by the 
Quartz lamp is very effective when used to the 
point of producing desquamation of the epi- 
dermis and aids very much in smaller dosage 
in conjunction with local applications. It is 
particularly effective in tinea Versicolor and 
Crurus. 

Tinea Barbae presents many of the difh- 
culties of Ringworm of the scalp as regards 
treatment and here epilation is often necessary. 


A fairly successful routine is to thoroughly 
macerate the skin for two days with olive oil 
then wash free of all crusts and scales with soap 
and water, shave cleanly and bathe with hot 
borated water for ten minutes at the same 
time opening all pustules and vetsicles. Fol- 
low this by sponging with sodium hyposul- 
phite solution allowing it to dry on the face. 
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Again wash with hot water and apply sul- 
phur ointment, one or two drachms to the 
ounce of petrolatum. The following morning 
the ointment is washed off with soap and 
water, the sodium hyposulphite solution re- 
applied and after a few minutes the face is 
powdered with a borated powder for the day. 
Shaving and repetition of the treatment must 
be practiced at least every second evening and 
the :odium hyposulphite solution applied at 
other times. When pustulation has _ sub- 
sided the dusting powder should be used. 
The routine may be modified somewhat to 
meet the requirements of the individual case. 

For the eczematoid Ringworm of the feet 
an ointment of Benzoic Acid 5% and Salicylic 
Acid 3% or an ointment of Chrysarobin 5% 
gives very good results. The ultra violet 
ray is also very helpful in this class of cases. 

A warning in the matter of prophylaxis is 
not out of place as it has happened that the 
physician treating Ringworm fea contracted 
it himself or transmitted it to others, therefore 
after treating such patients the hands should 
always be thoroughly washed, preferably with 
a weak antiseptic solution. 





CLINIC REPORTS 





PROCEEDINGS OF UNIVERSITY 
HOSPITAL CLINICAL 
SOCIETY 
Dr. A. W. White: Case of Hypopituitarism, 

Third Type. 

History. L. S., white male, age 52 years, 
admitted complaining of pain in a recent opera- 
tive wound. This operation was performed 
at Dallas, Texas, in latter part of 1921. A 
“goat gland” was transplanted into fascia of 
abdominal wall. Central portion of trans- 
planted tissue became necrotic and sloughed 
out before healing was complete. The pain 
is present in this area where sloughing occurred: 
it is constant in character dull and aching 
rather than sharp. 


Two weeks ago he suffered an accident to 
his right leg in middle of tibia; this abrasion 
became infected and now is ulcerating. 


In 1919 he had a human testicle transplanted 
into left scrotum, following this he has had 
erections and sexual intercourse. Since child- 
hood he has suffered from general weakness, 
inability to do prolonged labor. He never had 
any desire for sexual intercourse nor had he 
ever had an erection. There had been a gen- 
eral absence of hair on body, especially face 
and extremities. Pubic hair has been trans- 
versely situated and rather scanty, while hair 
on head was luxuriant. There has been no 


retardation in body growth, weight or 
bony development. There had been a_ lack 
of proportionate increase in strength. There 
has been a marked increase in hair growth 
since operation in 1919, so that now he has a 
fairly good growth of pale hair on upper lip 
and chin. Pubic hair has increased in amount 
and is growing up towards umbilicus so that 
now hairy areas make a triangular appearance. 

In 1921 following the goat gland transplant 
he had a further increase in male character- 
istics. Erection and coitus, in patient’s opin- 
ion, now are almost normal. 

A decompression operation for increased 
intracranial pressure was performed on the 
patient by Dr. Harvey Cushing in 1917. The 
symptoms together with a tendency to epis- 
taxis was relieved. 

In his travels he has been present in clinics 
at Harvard, John Hopkins, Mayo’s, Dallas, 
Tex., San Francisco, and Chicago. 

Other than the above physical abnormal- 
ities he has enjoyed fair health with the ex- 
ception of near sightedness and over produc- 
tion of fat out of proportion to strength. 

Family history negative. 

Physical Examination. Large obese male. 
No anemia. Mentality is clear but seems to 
be perverted some by physical condition. 
Skin is smooth and soft; there is a slight amount 
of silky hair on upper lip, none on po Head 
shows marked acromegalic deformities. My- 
opic eyes. Voice is rather high pitched with 
slight feminine tone. Well developed chest. 
Mammiae are rather well developed and prom- 
inent. No hair on chest. Heart and lungs 
negative. Arteries soft and elastic. Blood 
pressure 106-78. Abdomen, obese soft; livid 
scar to right of midline below umbilicus, ten- 
der totouch. No rigidity nor palpable masses. 
There is a tender palpable mass hems external 
ring on left side. Hips are feminine type; 
fingers and toes blunt and short. Penis small; 
scrotum small and contains two small glands 
about lcm. in length. These are soft and not 
tender. 

Eye grounds: Negative except for myopic 
crescent at the disc. 

Basal metabolism is reported minus 27.35. 

Sugar tolerance quite high i. e. 132, 211, 
163 mgms per 100 cc of blood at times, before 
ingestion of glucose, 45 minutes after and two 
hours after respectively. 

Blood chemistry showed normal as follows: 
NPN 33.6; urea N. 15.2; Uric acid 2.8; creat- 
inine 1.4 mgms. 


Discussion. 


(Abstracted) 
Dr. Lea A, Riely: The X-rays of the head in 


this case show larger sinuses than are normal. 
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Absence of gonadal secretion may have caused 
the upset and the hyperpituitarism have 
followed. Experimental work with the trans- 
plantation of testicles into hens have resulted 
in the development of tail feathers and other 
male characteristics. Gland transplantation 
into humans has not usually been beneficial. 
One recent such patitnt is now reported to be 
in an asylum. 


Dr. R.M. Howard: Certain conditions other 
than thyroid disease alter the metabolic rate. 
The lowered metabolic rate with increased 
sugar tolerance in this case marks it now as 
one of hypopituitarism. 


Dr. A. D. Young. A pure hypopituitary 
condition is Frohlich’s syndrome. The patient 
is small of stature, fat, has infantile genitalia 
and some feminine characteristics. This case 
is a mixed Frolich’s and acromegaly, followed 
by hypopituitarism. I remember a similar 
case in a boy. We fed him gland substance. 
Later a decompression was done in Baltimore. 
The symptoms were not relieved. I feel that 
treatment is not very successful in these cases 
but the cases are interesting in the light of 
what can happen when things go wrong. 

Dr. A. W. White: Closing. 

This patient’s previous record shows numer- 
ous negative Wassermanns with one positive 
reported at John Hopkins in 1915. The 
X-ray plate of the head is negative except for 
a slight roughening of the posterior clinoid 
process. This patient presents a mixed type 
of ductless gland disturbance. He has the 
large frame, 5’ 8” in height, 187 lbs weight, 
which size he attained by the age of 16 years. 
He has the broad forehead with hairline low, 
the broad nasal alea, the projecting lower man- 
dible, hexagonal shaped head of the acrome- 
galic type. For the last several years he has 
shown the characteristic evidences of the 
opposite condition, or hypopituitarism. The 
feminine shape and type of body, the high 
pitched feminine voice, the soft velvety skin 
are present. According to his history there 
was an absence of hair on the face and what 
little pubic hair he had was arranged trans- 
versely in the feminine type. His carbohy- 
drate tolerance is unusually high and the basal 
metabolism is quite low, the essential out- 
standing features occurring in those cases in 
which there is an absence of pituitary function, 
so that we feel that this is a case of hypopitui- 
tarism following upon a hyperpituitarism with 
a marked involvement of the gonads far above 
the average. This patient has been always 
very sensitive concerning his feminine evi- 
dences and in endeavoring to detract attention 
he has always followed the heavier pursuits 
of man. He has been a cowboy, a sailor, 
worked in a boiler factory, and was a soldier 


in the Boer War when he was wounded in the 
leg. The most interesting feature in this case 
is the very definite response to the transplanta- 
tion of human testicle into the scrotum in 1919. 
Following this the hair increased very marked- 
ly over the lower abdomen extending upward 
along the midline, hair increasing on his face 
to the extent that it was necessary for him to 
shave, thus converting him in this respect 
from the female to the male type. He was 
able to have erections and intercourse, a con- 
dition existing to date. 

Two very striking characteristics which 
with any clinical manifestations are sufficient 
upon which to make a diagnosis of low pituitary 
function are the markedly low basal metabo- 
lism with a high carbohydrate tolerance. 
Whether the case be of Frohlich type, the 
early adult type, or the type of this case, or 
the fourth or mixed type in which all of the 
endocrines are at fault, these two evidences 
are practically pathognomonic. 


Drs. Lea Riely and L. A. Turley: Case of 
Abdominal Carcinoma with Retrograde 
and Surface Metastases. 

Dr. Lea Rieley: J. F., 54 years, colored, 
farmer, single, entered hospital 2-1-22, died 
2-18-22. 

Chief complaint: Dyspnoea, pain in chest, 
persistent and productive cough worse at 
night, and also tumors in his abdomen. 

Previous History: Pneumonia in April, 
1921. Denies venereal history, never sick 
until April, 1921, when he had a pain in left 
chest; pain was constant and unaffected by 
respiration or cough. Stooping over made it 
worse and it would shoot down abdomen and 
into testicle (probably kidney). This would 
be accompanied by an acute dyspnoea. 


Present Illness: Pain has all disappeared 
but he now has a brassy cough and difficult 
breathing like an obstruction in upper air 
passages. Cough not so productive but blood 
streaked at times. Noticed a small mass 
painful and tender in region of left kidney and 
extending across the abdomen towards the 
ilium. This mass gradually grew until easily 
palpable. Mass also in center of abdomen 
behind and above umbilicus. This was firm 
smooth and did not move with respiration, 
enerally more tender after meals (1 to 1 1-2 
mary Pain would travel up towards left 
axilla. Pain accompanied by borborygmi, 
belching, and passing of flatus. Patient lost 
35 Ibs and much strength since April, 1921. 
Hoarseness has gradually increased. 

General physical examination revealed: A 
somewhat emaciated elderly negro with marked 
dyspnoea evidently in advanced stage of some 
state of some chronic disease. Mentality 
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clear. Head and neck are slightly edematous 
with evidence of anemia and cachexia. Aden- 
opathy which is especially noticed in a large 
tumor mass on right above the clavicle, ex- 
tending above it well apart to lateral aspect of 
neck and seems to extend below under clavicle 
about in midline. Chest is practically im- 
mobile, especially left side, greatest expansion 
being in right axillary lines. There is a slight 
bulging of last six ribs in axillary lines on left 
side. Tactile fremitus markedly increased 
in site of greatest expansion, with a well de- 
fined line of demarcation between area of flat- 
ness and resonance. Percussion: entire left 
chest up to clavicle is flat, impaired resonance 
above clavicle. The flatness extends about 
5 to 6 cm. to right of sternum—the heart 
being pushed in that direction. Auscultation: 
Over entire left chect the breath sounds are 
transmitted but very distant. There are no 
rales heard over this entire area. Tubular 
breathing and rales above 2nd rib and 3rd 
thoracic left. In right lung there is impaired 
resonance with rales, practically generalized, 
the least pathology being in the axillary region. 
There is an area of flatness in middle of and 
below right clavicle. Heart is pushed over 
6 cm and to right of sternum, no definite 
borders determined. Tones best heard to 
right of sternum, loud and sharp, no murmurs 
no thrills. Abdomen: Markedly distended 
in epigastrium, skin slightly edematous. Naval 
protruding when sitting up and pops out when 
belly is pressed. There is a large mass in 
epigastrium extending chiefly toward spleen 
and down below umbilicus. This mass is 
hard and smooth with no great degree of 
tenderness. On account of location of mass 
it is difficult to locate liver and spleen; left 
flank bulges out with the mass. Extremities: 
Feet and ankles are very edematous, other- 
wise negative. 

Laboratory Findings: WBC 15,850. Polys 
72%. Sputum-B. tb. never found. Feces 
negative. 

Sugar tolerance test: 80 mgms, 134 mgms, 
and 149 mgms, before, 45 minute, and 2 
hours after ingestion of glucose, respectively. 


Gastric Contents: Mucus, positive. Blood, 
negative. Lactic Acid,trace. After an Ewald 
meal, no H.Cl,, but the following total acidities 
at successive 15 minute periods, 18, 21, 30, 39, 
28, 29.38. Urine, negative. Blood chemistry 
negative. Microscopic Tissue Report on gland 
removed from the neck: Adenocarcinoma. 

X-ray: Chest, Complete oblique oblitera- 
tion of the left side by a dense shadow which 
is due probably to fluid. Heart displaced to 
right. Unable to distinguish any lung mark- 
ings. 


X-ray Stomach: Opaque meal. Very large 


stomach with large tumor mass behind. Un- 
able to show any involvement of the stomach. 
Six hour stomach empty Meal extending from 
ileocecal valve to sigmoid. Twenty-four hour 
meal entirely evacuated. 

Dr. L. A. Turley, Norma, Oklahoma. 
The autopsy revealed a large tumor mass 
extending from near and posterior to the 
head of the pancreas, to and involving the 
left kidney; that is, the kidney was apparent- 
ly embedded in and formed a part of the 
general mass. The habit of this tumor 
seemed to be to develop an encapsulated 
mass approximately the size of a lemon, and 
then on the rupture of the capsule, other simi- 
lar masses would develop. As a result the 
general mass of the neoplasm had a lobulated 
appearance. 


One of the earliest involvements was in the 
lower pole of the kidney. There were also 
some late involvements in the kidney. As a 
result of the tumor growth the kidney had 
atrophied to a small cystic mass about | 1-2 


X 2 1-2 X 3-4 inches. 


From the original site the tumor had metas- 
tasized by the lymph stream to all of the 
mesenteric lymph nodes. This, however, was 
one of the later developments of the tumor. 
One of the earliest metastases was to the upper 
surface of the diaphragm on the left side where 
there developed a characteristic tumor mass. 
From this mass it metastasized by surface to 
the outside of the pericardium which as you see 
is covered with a great many small bush-like 
papilla. It also spread to the viscereal pleura 
of the left lung, which as you see is covered 
with many small masses and some larger tabs 
of tumor tissue. It involved the mediastinal 
lymph nodes and then advanced to the right 
side and invaded the surface lymphatics of 
the right lung over a considerable area until 
they appear to be injected. The tumor also 
metastasized to the supraclavicular lymph 
nodes on the right side and involved the right 
posterior cervical chain. It was from this 
site that the specimen was taken for diagnosis 
of the tumor before death. The tumor late 
in the case invaded the peribronchial lymph- 
atics and advanced along the bronchi. 


It was at first thought that the tumor was 
connected and probably arose from the head 
of the pancreas. This was found to be not 
true as there was no connection with the pan- 
creas, nor was there any involvement of the 
pancreas, nor was there any involvement, 
either primarily or secondarily, of the stomach, 
liver, gall bladder, nor bile nor pancreatic 
ducts. A study of the histology of this tumor, 
especially the character of the cells, would in- 
dicate that it was pancreatic in origin, there- 
fore the only assumption we can make as to 
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its origin, judging from the location of the oldest 
processes, the character of the cells and the 
general structure of the tumor, leads us to the 
conclusion that it originated from an unde- 
veloped anlage of an accessory pancreas. 


Discussion. 
(Abstracted) 

Dr. LeRoy Long, Ok'ahoma City. My at- 
tention was recently called while visiting a 
clinic at Houston, Texas, to an X-ray 
platein which the radiologist pointed out 
that in carcinoma of the lung the plate 
has splotches upon it as if fingers had been 
“dabbed” against the plate. In this case 
this appearance seems to be present in the 
lung opposite from the one chiefly in- 
volved and it is interesting to know if that 
lung was also involved. 

Dr. Lea Riely: Closing. The supraclavicular 
glands enlarged are suggestive of carcinoma 
of intra-abdominal organs, the metastasis 
being by the thoracic duct. In this case the 
pathology is in the right supraclavicular re- 
gion and | am unable to explain what produces 
this. The increased transmission of sounds 
in the 2nd and 3rd interspaces below clavicle 
were explained at autopsy by dense fibrous 
adhesion holding the lung to the surface. 
Pleural puncture gave thick bloody fluid under 
high pressure. The abdominal pathology, 
the sugar tolerance curve (cancer curve), the 
splotching of the X-ray picture of the right 
lung, and the enlarged supraclavicular glands 
made us make a diagnosis of pulmonary 
carcinoma secondary to abdominal carcinoma, 
which was confirmed on autopsy. 

Dr. L. A. Turley: Closing. There are two 
very interesting features to this tumor. One 
of them is that the whole course of the spread 
of the growth was retrograde, in all cases 
going against the lymph stream rather 
than with it. The other point is that it is a 
beautiful example of surface metastasis as 
examplified by the growth on the outside of 
the pericardium and the visceral pleura. 

Dr. Wm. Taylor: Case of Pulmonary Abscess. 

White girl, J. E., Age 12 years. 

Previous History: 

Tonsils removed Nov. 17, 1921, under ether. 
Post operative condition good. Was dis- 
charged Nov. 18, 1921, in good condition. 
Reentered hospital Dec. 9, 1921. 

Chief Complaints: 

1. Pain in right side of chest. 

2. Slight cough. 

3. Fever. 

4. Chilly sensations. 

5. Constipation. 

Present Illness: Patient has never fully 
recovered since her operation. December 
first she suddenly discovered a severe stab- 
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like pain in her right side while laughing 
Has been present a week now and is increasing 
in severity. Chest was strapped and this 
gave relief. Has had a non-productive cough 
the past week. The mother thinks the pa- 
tient has had a temperature the past few days 
because she has had a flushed face, warm and 
a great craving for water. She has not a 
definite chill but early during the past week 
she had chilly sensations and her feet were cold 

Physical Examinations: Positive findings. 
Breath foul. Neck—some small palpable cer- 
vical glands. Chest—symetrical; expansion 
equal except in lower right which is strapped 
with adhesive. Lungs—left negative; right 
limited expansion in lower part in mid-axillary 
line. Percussion—marked dullness in same 
area. Marked friction rub over same. No 
rales. Breath sounds distant. Heart—ap- 
parently normal in size and position. No 
murmurs, no thrill, no shock, no irregularity. 
Abdomen, negative. Reflexes negative. Tem- 


— 103%. Pulse 110. Respiration 26. 
lood pressure 116-72. 
Laboratory findings (on entrance): Urine, 


negative. R. B. C., 4,080,000. Hgb. 80. 
W. B. C. 11, 650, Polys 76. Transitional 6 
S. L. 11, L. L. 7. Numerous sputum exam- 
inations, negative. 

12-15-21. W.B.C.-28,000. Polys.- 89. 

12-18-21. W.B.C.-14,600. Polys.-76. 

1-3-22. W.B.C.-10,100. Polys.-74. 

1-24-22. W.B.C. -15,150, Polys.-63, Urine 
albumen plus. 

2-2-22. W.B.C. 8,850, Polys-57, Small Lymp 
30, Urine-negative. 

12-14-21. Foul smelling breath after cough- 
ing. Fluroscopic examination shows evidence 
of empyema or abscess. 

12-15-21, Patient does not seem very sick 
but she is still running a temperature. Coughs 
considerable and has the same findings in 
chest as on entrance. 

12-19-21. Chest needled, no fluid obtained 

12-20-21. Patient continues to cough a 
great deal. Breath very foul. 

12-24-21. Some very foul smelling material 
coughed up. Breath very bad. 

12-29-21. General condition improved. 
Cough not so marked. Odor of breath not 
so bad. Temperature slowly coming down. 

Since then; Gradual improvement. 

X-ray Reports: 12-13-21. Heart negative. 
Right side-Diaphragm obliterated by a dense 
shadow extending upward to the junction of 
the upper and middle lobe. This shadow 
appears to be a thickened pleura. No definite 
radiographic evidence of fluid. 

1-4-22. Marked improvement in right chest 
since examination made Dec. 13, 21. Shadow 
is now extending over less than two (2) inter- 
spaces. 








JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 121 


Marked decrease in size and den- 
1922. 


1-16-22. 
sity of shadow since Jan. 4, 

1-31-22. Still a shadow on level the 4th 
and Sth ribs late rally. Marked improvement 
since last examination. 

Holt makes the statement that it is im- 
possible to distinguish between localized em- 
pyema and lung abscess, except by operation 
or autopsy, but taking into consideration the 
history of tonsillectomy and onset of symp- 
toms about three weeks later with subsequent 
course it seems to be fairly certain that we 
are dealing with lung abscess. 

Discussion. 
(Abstracted) 

Dr. J. F. Kuhn, Oklahon-1 Ci.y. These are 
dificult cases. I believe the treatment has 
been good. 

Dr. Balyeat: The X-ray does not show 
the degree of pleural thickening said to, be 
present in an encysted empyema as a differ- 
ential point from lung abscess. 

Dr. A. L. Guthrie, Okl_ homa City. Although 
many cases of pulmonary abscess following ton- 
sillectomy have been reported, this condition is 
rare considering the great number of tonsillec- 
tomies performed. In my opinion the most im- 


portant preventive factor is constant aspira- 
tion of blood and secretion during the opera- 
tion and the position of the patient while re- 


moving the adenoids. I believe the patient 
should have the head lowered and turned on 
her side while the adenoids are being removed. 
No tags of adenoids or tonsillar tissue that 
may have a tendency to slough and be sub- 
sequently aspirated should remain. 

Dr. A. A. Will, Oklahoma City. Could anti- 
septic applications such as argyrol be applied 
to the throat previous to operation with a view 
to sterilizing it? 

Dr. Guthrie: No tonsils should be remov- 
ed during the acute stages of inflamma- 
tion, and in my opinion it is not possible to 
sterilize the tonsillar crypts and adenoids of 
long standing infection by any antiseptic 
applications. 

Dr. Wm. Taylor: Closing. The X-ray pic- 
ture of a recent case following aspiration of 
a staple showed a pneumonic process  sur- 
rounding the staple. My idea is that there 
was a pneumatic process about the infected 
material probably aspirated in this case and 
from that we could get a pleurisy. However, 
in this case I think we have a pulmonary 
abscess. 

Dr. LeRoy Long, Oklahoma Ciiy. Two Cases. 

~——s Ulcer of Leg—Skin Grafts. 

Case No. 1, John W.—Hospital No. 14410. 

The first i this evening is a young 
man 24 years of age. He was reared and has 


always lived on a farm, doing the work of the 
average farm laborer. 

This patient entered the hospital September 
20th, 1921, on account of an enormous ulcer 
on the left lower leg, with great enlarge- 
ment of the leg, accompanied by pain. 

According to the history, the patient scratch- 
ed a chigger bite on the leg a vere five years 
ago, breaking the skin. He kept on about his 
work, frequently coming in contact with dew 
and dirt, and from day to day he would scratch 
the leg when it itched. Pretty soon there 
was a sore, and this sore gradually grew larger 
and larger. Numerous irregular and abortive 
attempts to heal it were made. Finally, 
being unable to work, he was sent to the 
hospital. 

The day he entered there was a P. M. tem- 
perature of 99.6. The next day it was 100. 
Since that time it has been normal practically 
all the time. The pulse was around normal. 
The urine was negative—W.B.C. 9550, neu- 
trophiles 85, eisinophiles 2, smali lymph 12 
large lymph 1. The Wassermann was nega- 
tive. 

There was a large ulcer involving the middle 
third of the left lower leg, the center being on 
anterior surface, and extending almost around 
the leg. It was nearly eight inches wide at 
widest point. It was covered with necrotic 
pore The edges were irregular, rough 
and ragged, and beyond the margins the skin 
was red, swollen and painful. 

The patient was put to bed, fomentations 
of boric acid applied until the ulcer was clean, 
after which it was dressed with sterile vaseline 
on old muslin, the leg being elevated. For a 
time the notes of the House Officer indicate 
that there was considerable improvement, but 
after a while it began to again break down 
and was not very encouraging. It may be 
remarked that during this time the patient 
was permitted to be up and down, and he was 
often found walking about the ward. The 
ulcer was again covered with necrotic material, 
and there was some breaking down at the 
margins. 

About a month ago it was decided to keep 
the patient rigidly in bed with foot and leg 
elevated all the time. At the same time boric 
fomentations were again used until the ulcer 
became clean, when vaseline dressings were 
applied. This course resulted in great re- 
duction of the swelling of the leg and an im- 
provement of the ulcer. Granulations de- 
veloped and the pain was relieved. Three 
weeks ago some Ollier-Thiersch grafts were 
taken from the arm and, as you will see, the 
ulcer is now nearly covered by skin. 


An interesting point in this connection is 
the type of ulceration. As you know, ulcera- 
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tion is one of the ways in which inflammation 
terminates in the death of the part involved. 
The ulceration in this case is the result, in my 
judgment, of an inflammatory process in- 
augurated by an infection following the chigger 
bite and the scratching, and the careless ex- 
posure. As the process continued, there was 
great hyperplasia of the tissues about the leg 
as the result of the effort on the part of the 
body to combat the infection. Gut of this 
rew an interference with the venous return. 

o, then, we have several factors to consider 
in this case—an infection terminating in 
ulceration, the interference with venous re- 
turn on account of the pressure from the 
exudate, and the active cell proliferation re- 
sulting in the development of new tissue- 
hyperplasia. 

The technique of the skin grafting was that 
suggested by Dr. Hertzler of Kansas City, 
several years ago. The granulations are cut 
off with a sharp instrument—a razor was used 
in this case—dry gauze used to stop hemorrhage 
by pressure, grafts cut without stream of 
water, and thirty or forty thicknesses of 
gauze carefully laid together on the work 
table, and a little vaseline spread thinly on 
one side of this thick gauze layer. The edge 
of the spatula (a table knife makes a splendid 
one) is drawn over the surface back and forth 
so that all excess vaseline is removed. This 
first dressing is put on, then left for seven 
to ten days. When it is removed there is 
usually a good deal of detritus over the area, 
which is removed by a gentle stream of sterile 
water or salt solution. A good way is to 
squeeze water out of a sponge over the area. 
Let it dry for a few minutes, then dress in the 
same way as at first, not using quite so much 
gauze. After this, the dressing is usually 
changed every two or three days. No chemical 
of any kind is permitted to come in contact 
with the area. 


Another matter of practical importance in 
connection with skin grafting is to keep the 
part immobilized while the first dressing is on, 
and perhaps for even a longer time. In this 
case, the leg was fixed in a plaster trough, and, 
as you will see, it is still being employed. I 
have had the misfortune in at least the case 
of one patient to see all the grafts destroyed 
when this precaution of immobilization was 


overlooked. 


This ulcer is apparently healing in a satis- 
factory way, but the leg is far from normal. 
The large area covered by grafts will be for a 
long time—perhaps always—a locus minoris 
resistentiae, and the patient must be in- 
structed to protect the leg from injury. 


I submit as points of interest in this case: 
1. The origin of the ulcer. 


2. The enormous enlargement of the leg 
due to an extensive hyperplasia dependent 
upon a long-standing, attenuated infectious 
process. 

3. The value of elevation carried out 
systematically for a long time. 

4. The importance of protecting the ulcer- 
ated area by the use of bland dressings so that 
the integrity os new tissue will not be jeopar- 
dized. 

5. The technique of grafting. 

6. The importance of immobilization so 
that the grafts may not be disturbed. 

7. Defnite education of patient with 
reference to after care. 

Case 2, Nathan M—Hospital No. 14865. 

Acute Pyogenic Osteomyelitis of the Os 

Innominatum. 

This patient is a schoolboy 17 years of age, 
from Pawnee, Okla. He entered the hospital 
November 6, 1921, after an acute illness of 
five weeks. 

The chief complaint upon entrance was 
severe pain about and above the right hip, 
and extreme weakness. Emanciation was 
most pronounced, it being estimated that he 
had lost about one-third of his average weight 
of 150 pounds during the five weeks’ illness. 


The boy was entirely well until a few days 
before he had to go to bed. In fact, he was 
rather rugged, he playing left guard on a foot- 
ball team. A couple of days before acute 
symptoms were manifest, he says that he 
noticed that it was difficult for him to get 
away quickly on account of weakness and an 
uncomfortable feeling about the right hip. 
In a couple of days he was not able to get 
away from the line at all on account of pain 
and weakness, and when he saw a doctor it 
was found that he had fever. The pain be- 
came more severe, but for three or four days 
there was no swelling. 


I wish to call attention to this important 
fact in the history of this patient—the presence 
of pain three or four days before there was 
swelling. It is a most important point in the 
differential diagnosis when acute pyogenic 
osteomyelitis is under consideration. It is 
particularly important in the usual case in 
which there is involvement of a long bone 
contiguous to a joint. In a long bone the 
process starts deep down in the bone on the 
shaft side of the epiphyseal line. It begins 
in the medulla as an infectious process—an 
infectious process that terminates in the forma- 
tion of an abscess on the inside of the bone. 
During the evolution of the infection, from 
the time it begins to pus formation, the local 
changes characteristic of an inflammatory 
process are present, but these changes take 
place on the inside of the bone, and for that 
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reason there is no swelling outside—there is 
no swelling that can be demonstrated in the 
examination of the patient because the swell- 
ing during the developmental period of acute 
pyogenic osteomyelitis is on the inside of the 
bone. 

Given, then, a patient in the osteomyelitis 
period of life—usually six to sixteen years- 
who becomes quickly ill with severe pain near 
a joint, with fever and leucocytosis, an osteo- 
myelitis is to be strongly suspected. Indeed, 
it is so characteristic that the burden rests 
upon the doctor to bring forward proof that 
it is not osteomyelitis. 











is not much complaint of pain on the part of 
the patient. That is an exception, and does 
not hold in the case of the average patient. 
In the average case the infection is due to the 
staphylococcus, and usually the toxemia not 
so profound as to obscure other symptoms. 

In about two weeks, in the case of this boy, 
there was fluctuation in the swelling, which 
was most pronounced above the hip. It was 
incised by the family doctor and a large 
quantity of pus evacuated, and it continues 
to discharge. 

The patient entered the hospital with a 
pulse of 116, temperature 100. For some 
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NOTE: The “moth-eaten, mottled” appearance of ilium, the involyment af both pubis and ischium and the dis- 
placement of the head of the femur on account of the destruction of the acetabulum 


In the case of this patient, the osteomyelitis 
is in an unusual location, but even in his case 
you will observe the typically characteristic 
relation between the development of pain and 
swelling. He had pain for about three days 
at least before any swelling was noticed, and 
with the pain he had fever. He says that he 
suffered day and night. Occasionally, in the 
case of a patient who has a pronounced i 
fection, particularly streptococcus infection, 
the toxemia may be so pronounced that there 


time the temperature ranged from normal to 
102. The white blood count was 19,250. 
There was profound anemia, the red count 
being 2,100,000 with a hemoglobin of 55. A 
culture from the pus grew staph. aureus. 

At first, the question of a malignant neo- 
plasm of the ilium, with subsequent infection, 
was raised on account of the character of the 
X-ray findings. There was a moth-eaten, 
mottled appearance of the ilium, as shown in 
the accompanying cut, but the neoplasm was 
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ruled out on account of the following reasons 
written into the record at the time: 

“In the case of this patient the following 
points are significant with reference to dif- 
ferentiation between an acute infectious pro- 
cess from the beginning, and a neoplasm fol- 
lowed by an infectious process: The acute 
onset, after a prodromal period of two or three 
days, the existance of severe pain for three 
days before there was swelling, the formation 
of an abscess, which was incised about two 
weeks after onset, the extremely marked dis- 
ability and acute course accompanied by great 
emaciation, X-ray evidence of disintegration 
of the os innominatum, confined principally 
to the ilium, the absence of X-ray shadows 
in the soft structure about the bone, which 
are usually present in late neoplasm of the 
bone. In view of the above, it is my opinion 
that this is a case of acute osteomyelitis of the 
right os innominatum, principally of the 
ilium.” 

At the time this boy entered the hospital 
it was deemed best to not undertake any 
radical or extensive operative procedures for 
several reasons, among them being that there 
was already drainage from the opening made 
into the abscess several weeks before, the con- 
dition of the boy was extremely bad, and there 
had not been time enough for the develop- 
ment of new bone so that a final radical opera- 
tion for the removal of sequestra could be 
safely undertaken. It was advised, therefore, 
that he should have good and sufficient nourish- 
ment, support of pelvis in order to relieve pain, 
steps to prevent pressure sores, drugs as 
necessary to relieve pain and promote sleep, 
no surgery at all being calaehen except the 
simple incision of abscess should localization 
of pus take place. 

Carrying out the above plan, the patient 
has improved a great deal. He still has a 
little fever in the afternoon, and the leucocyte 
count is still above normal, which is quite 
common in conditions of this kind. There 
has been a remarkable and satisfactory in- 
crease of the red blood cells, the present count 
being 3,430,000. 

He has had a metastatic involvement of the 
upper tibia on the opposite side, and this was 
simply opened and drained, the opening being 
ae into the medulla. It will not be long 
until we will be able to remove the dead bone 
from the os innominatum, after which we hope 
for a recovery from the infectious process, 
but there will be great crippling of the hip 
joint, which, as you will see from the X-ray, 
is involved by an extension of the process. 


Discussion. 
(Abstracted) 


Dr. Kuhn, Oklahoma City. The X-ray 
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shows the head of the femur pushed up. 

Dr. Balyeat, Oklahoma City. The occur- 
rence of this infection later in bone distant 
from the os innominatum would support 
Rosenow’s tenets as to the predilection of 
certain organisms for certain structures. 

Dr. L. Long: Closing. In conclusion I wish 
to call attention to a very valuable contribu- 
tion by Dr. Geist of Minneapolis on osteomy- 
elitis of the bones of the pelvis, appearing in a 
recent number of the Journal of the American 
Medical Association. He calls attention to the 
peculiar character of the X-ray which is fairly 
typical in the case of this patient—that is the 
“moth eaten and mottled appearance of the 
diseased bone.” Of course, this appearance 
of the bone is found only after there a been 
great destruction. It is well known that 
the X-ray is perfectly useless in making an 
early diagnosis of osteomyelitis anywhere. 
Dr. Ray M. Balyeat, Oklahoma City. 7hree 
Cases of Bronchial Asthma. 
Mr. Chairman and Fellowmen: 

About one year ago I presented a paper 
before this same body on Bronchial Asthma, 
discussing especially the three types. Since 
last year | have had the opportunity of treat- 
ing a rather large number of cases of Bronchial 
Asthma and believe that the three types which 
I discussed last year is a practical way of 
classifying Asthmatics. 

The first type or true asthma is practically 
always due to protein sensitization. This 
type of case is one that will give a history of 
going to bed perfectly well but being awakened 
at two or three in the morning with expiratory 
dyspnea. If you should listen to his lungs 
before he retired, there would prectically be 
no signs. While if you should listen to them 
at the time of his wheezing, there would be 
squeaks and groans over the entire chest and 
expiration would be markedly prolonged. 

This boy is one which belongs to this class. 
He is sensitive to the pollen of June grass only. 
He is now twelve years old. Since he was 
one year old he has had attacks of Asthma 
through the summer. During the last two 
years it has continued through the winter. 
Last Spring he was desensitized toward June 
grass and remained free from Asthma through- 
out the summer and this last winter. During 
this time he has gained fifteen pounds in 
weight. He has been able to run and play 
with other boys without shortness of breath. 
I believe if he is desensitized each summer we 
will prevent him from becoming a case of 
complicated Bronchial Asthma, which is sure 
to come if the summer attacks are allowed to 
continue. 

The second type of Bronchial Asthma is 
this first type complicated with a Bronchitis. 
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This type in the beginning is the first type 
just mentioned, but on account of the con- 
stant wheezing, there develops a bronchial in- 
fection and usually carries some moisture in 
the chest all the time. They take cold easily. 
They go to bed with a cold feeling badly and 
are awakened with wheezing, usually have 
some temperature. Bubbling rales and wheez- 
ing can be found over the entire chest both 
before and after attacks. 

This second boy represents this type of 
case. Earlier in life he gave a history similar 
to the first one I showed. He is very sensitive 
to wheat and all its products. For the past 
four years has made very little gain in weight. 
He is nine years old and weighed forty-six 
pounds last September, when I first saw him. 
Wheat has been eliminated from his diet. 
A vaccine was made from his sputum and a 
pure culture of Streptococcus was found. For 
the two years previous to last September both 
winter and summer he had attacks every two 
or three weeks. His attacks would be severe. 
Since that time he has had one very slight 
attack which was relieved with adrenalin. 
This boy has gained eleven pounds in weight 
since last September and is feeling fine, able 
to play with the other boys and gets along 
very well. 

The third type of Asthma is that type which 
is not sensitive to any protein but purely 
bacterial. This type frequently begins in 
children following Pneumonia, Influenza, 
Whooping Cough, or Measles, and continues 
through life gradually becoming worse. They 
take cold very easily and suffer from both 
expiratory and inspiratory dyspnea. This 
type also frequently comes after forty years 
of age. 

This third boy represents the third type of 
Asthma. He had his trouble ever since he 
was a small boy which followed Whooping 
Cough. He has been treated with an auto- 
genous vaccine and been free from Asthma 
for several months. 

The end result of type number one, if un- 
treated, becomes type number two. The 
end result of type number two and three, if 
untreated, is perennial Chronic Bronchitis 
which will produce Emphysema and finally 
the frequent outcome, Myocardial degenera- 
tion. 

So it is the final result that we should fight 
against. This means that we should keep 
down the wheezing. This is done by removing 
from the patient’s diet any protein that they 
may be sensitive to, such as animal emination, 
foods, pollens, etc. 

If they are the bacterial type, treat them 
with autogenous vaccine. Prevent their 
wheezing with adrenalin hydro-chloride 


1-1000. I want to emphasize the necessity of 
using 1-1000 solution and not the solution in 
ampules which is 1-3200. 

While Asthma and Bronchitis cause very 
few deaths, yet they reduce in a great many 
cases the working ability of these individuals 
and certainly cause lots of discomfort both to 
patients and relatives. 

Much can be done for this malady especially 
if taken in childhood, but it must be gone into 
thoroughly and treated scientifically. 


Dr. E. S. Ferguson, Oklahoma City. The Ton- 
stls from a Clinical Standpoint. 

All tonsils do not have to be removed. 

I am going to make a few rambling remarks 
about this subject and try to impress on you 
the type of tonsils that should be removed 
and the contra-indications in those cases that 
should not be removed. 

First and foremost, a thorough examination 
in each case should be made in order that you 
understand the necessity of removing tonsils. 
Most men take some instrument and press on 
the tonsil, if a whitish, milky fluid comes out, 
they say they should be removed. I believe 
that you can get this cloudy substance from 
any tonsil and | do not think it is always pus. 
I do not believe this type of tonsil should 
always be removed. 

The size of the tonsil has very little to do 
with the pathological condition of the organ. 
1 have had a number of patients brought to 
me, telling me there is nothing wrong with 
their tonsils for they did not have any. If 
you would cause these patients to gag you 
would notice that the tonsils were embedded 
in the muscles of the throat. 


The majority of men are careless in re- 
moving tonsils of tuberculous patients. Many 
would be in a better condition if left alone, at 
least they would not have the shock to stand 


when they were in no condition for it. I do 
not mean to say that no patient with tuber- 
culosis should have his tonsils removed, but 
I do believe that that type of patients should 
have their work done under local anesthesia 
and only if you are sure they are a menace. 
But I wish to impress on you to examine them 
first thoroughly. 


Here are some of the signs that call for re- 
moval. First the large, hypertrophied, buried 
tonsil; the tonsil with recurring abscess; general 
toxemia referable to tonsils; tumors of various 
kinds; where the crypts are diseased and fail 
to respond to treatment and continually show 
irritation, manifest by a redness of hyperemia 
about the pillars and frequently extending 
over the palate; where consititutional symp- 
toms such as Rheumatism, Arthritis or Neu- 
ritis appear the tonsils are frequently the 
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source of infection and should be removed. 
Deafness or any middle ear diseases calls for 
careful inspection and if tonsils are unhealthy 
they should be removed. Any pathology 
which fails to respond to careful treatment 
whether it be infection or hypertrohy of sufh- 
cient moment to cause obstruction should 
call for surgical interference. — 

Some of the conditions of the tonsils not 
favoring removal. Large and inflamed ton- 
sils occurring during the teething period 1 
children, either at one, two, three years of age 
and sometimes as late as eleven and twelve 
years. All tonsils of tuberculous patients 
unless close examination proves that they must 
come away without delay. Those tonsils 
that do not give trouble other than enlarge- 
ment and hypertrophy during the teething 
season should not be removed. 

Under most circumstances hemiphiliacs and 
persons of high blood pressure should not have 
tonsils removed during stage of high blood 
pressure, but should be put to bed and treated 
until in condition to have operation with 
safety, if possible 

Women and girls should be particularly 
careful not to have work done during the 
menstrual period. After menstruaticn is a 
much better time. 

The majority of patients having active 
Tuberculosis of the chest would be much better 
off if the tonsils were not removed. Some 
patients are just apparently aggravated in 
their condition and why subject patients to 
the soreness and dry throat after Tonsillectomy 
if it is not improving their condition. 

You must be careful about removing the 
tonsils in attacks of acute tonsillitis; it might 
sometimes be necessary but | cannot conceive 
of it, as there is always danger of developing 
General Sepsis. 

I do not think there is any surgical pro- 
cedure more abused than that for the removal 
of tonsils; however, this subject does not come 
under our present subject. 

A number of throats are injured from care- 
less technique during operation. 

Also do not remove tonsils from patients, 
where in your judgment they should not be 
taken away just because they are determined 
to have them out and will go to someone else 
and have them removed anyway. 

One more word on this subject, that is the 
type of patients who are inclined to develop 
toxemia during pregnancy from infected tonsils 
I do not think a is any period during 
pregnancy when a woman could not have her 
tonsils removed if a little care was used. I 
think it is a much better way of disposing of 
toxemia than leaving the strain on the kidneys 
as is the case if left as they are. 


PROCEEDINGS OF OKLAHOMA CITY 
CLINIC, ROUND TABLE, WESLEY 
HOSPITAL 

Dr. A. L. Blesh: Surgery of Toxic Goitre. 

It so happens that within the last few weeks 
we have been doing the finishing of a series of 
graduated operations in several severely toxic 
cases of goitre. Two of these cases so beauti- 
fully illustrate the advantages of the method 
that I am selecting them for discussion. 

The case of Mrs. F. described in a previous 
report to the Round Table, as a peculiarly 
dangerous risk because from the long duration 
of the disease, myocarditis with valvular in- 
competency was marked. She was extremely 
emaciated, excitable and nervous, and the 
heart at times became so rapid that pulsations 
could scarcely be counted. Both superior 
poles had been ligatured under local, at sep- 
arate seances, the last three months before the 
radical was attempted. 

In the mean time she had improved in 
every way, had gained 15 pounds in weight, 
was far less nervous and more optimistic. 
Heart lesion the same. 

Under gas and oxygen with local, closely 
watched by Dr. Paulus, the operation of sub- 
total thyroidectomy was undertaken. With 
the enucleation of the left lobe, while several 
of the forceps were still in situ the patient went 
to the bad, from the heart. The operation 
was immediately discontinued, the open neck 
packed with sterile gauze, the patient returned 
to bed and stimulants given. She reacted 
promptly. In 24 hours the forceps were dis- 
engaged but the open wound in no other way 
disturbed. 

In four days she was returned to the operat- 
ing room, gas and oxygen again administered, 
the remaining lobe removed, and the incision 
including the musculature closed without a 
single untoward symptom. 

Mrs. B. also reported in a preceding Round 
Table returned for her final. As in the pre- 
ceding case both poles had been ligatured. 
Her general improvement had not been so 
marked as in the preceding case, still she was 
much better in every way, except that she 
had not gained greatly in weight. Without 
an untoward symptom a sub-total resection 
of both lobes was accomplished. Within three 
days her pulse had receded from 130 to 100 
and at the end of a week had reached the 
eighties. There being no cardiac or other in- 
volvement her restoration is proceeding rapidly. 
Her case too was of the more purely exopthal- 
mic type which always responds most rapidly 
where there are no accessory lesions of vital 
organs. 

Remarks: As tothe choice between ligature 
of the superior thyroid arteries themselves or 
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the superior poles of the glands, this is large- 
ly in my opinion a matter of the personal 
equation. The surgery of the ligature of the 
vessels is technically a little more difficult than 
of the poles which can always be easily located, 
but neither offer any unusual trouble to a 
trained surgeon who is familiar with the anat- 
omy involved. On the other hand ligature of 
the poles unmistakably adds to the difficulty 
later encountered in removing the gland. 

To off-set this there is no longer any doubt 
in my mind that there is greater improvement 
following polar ligature - follows the liga- 
ture of the vessels themselves. This is proba- 
bly due to several factors; first, some of the 
gland is destroyed by the ligature thus lessen- 
ing out-put. Second, arteries, veins, and 
nerves are included contributing far more to 
the gland starvation than ligature of the ar- 
teries alone will accomplish. 

This first case reported would have surely 
died on the table had | yielded to my artistic 
desire to complete the operation at the one 
seance. No surgical achievement will justify 
enough surgery to kill a patient. 

308 Patterson Building. 


Dr. Marvin E. Stout: Case of Tuberculosis 
of Left Hip Joint, Advanced. 

Mr. K.—age 13, Case No. 7934. School 

boy, the son of a farmer comes to the Clinic 
on account of pain in his left hip. 


Family History: negative, and he has al- 
ways been considered a hearty boy, except 
for the present trouble. He has had no 
serious sickness. 


When he was about a year old he fell out 
the door, and the parents date the beginning 
of his trouble to this fall, although there was 
no apparent injury at the time, but several 
months later they noticed that there was a 
slight limp, and that he favored the left leg. 
(He was treated for a sprain and for rheuma- 
tism). He continued to limp and to com- 
plain of slight pain at times. Up to three 

ears ago when his condition grew worse the 
tm became more painful and extended to the 
knee, and, as he expressed it, involved the 
entire thigh. However, he continued to walk 
on it and to attend school up to three weeks 
ago when he adopted crutches, and gave up 
school. 


Physical Examination: Shows a fairly well 
nourished blond boy. Mouth and _ throat 
hygiene good, chest and heart normal, abdomen 
negative. The muscles about the left hip 
are stiff, limiting motion of the joint to a degree. 
There is slight tenderness to pressure, and 
the trochanter appears prominent, but this is 
due to muscular atrophy from dis-use. There 
is fully one inch shortening of the left leg. Aside 


from the above there are no other abnormal 
physical findings, but the X-ray shows a com- 
lete destruction of fully two-thirds of the 
ead and a large area of destruction of the 
upper surface of the acetabulum with up- 
ward displacement of the femur. 

The urine is normal. There is a slight 
reduction in the number of red blood cells, and 
the hemoglobin is reduced. His temperature 
is 100, pulse 108. 

On January 21, 1922, he was given a gas 
anesthetic, the leg was brought to marked 
abduction on the Hawley table and a plaster 
paris spica cast was applied to the left leg, 
extending from the costal cartileges to and 
including the foot. On the following morning 
he was permitted to be up on crutches, and 
the next day he left the hospital with instruc- 
tions to take a moderate amount of rest, 
plenty of good nourishing food, fresh air and 
sunshine, but he was not prohibited from go- 
ing any place he chose, or doing anything he 
chose. 

He is to report in writing (as he lives in a 
distant part of the State) monthly and to 
return every four of five months for a new cast. 

On March 5, his letter says that his pain 
is completely relieved, that he is going every- 
where and is much improved, and agin on 
March 28, he says that he feels as though he 
was completely cured. 

This represents an advanced case that is 
easily diagnosed, but had the diagnosis been 
made any time during the first few years of 
the disease it would have saved him from 
being a cripple for life. However, the X-ray 
frequently hails to show early involvement 
and the diagnosis must be made from the 
history alone, though it is well to remember 
that the great majority of chronic unilateral 
hip joint disease is due to T. B. 

On account of the advance destruction of 
the head and acetabulum he will get a bony 
union with a resulting stiff hip ee shortened 
leg, and for this reason the leg was abducted 
so that the tilting of the pelvis will partially 
accommodate for the shortening. 


Dr. D. D. Paulus: Hiccough—Treated by 
Duodenal Lavage. 

Case No. , Male, Age 57. 

Family History: Negative. Usual dis- 
eases of childhood with good recovery. Ty- 
phoid fever at 9. Good recovery. Lost left 
arm from injury 7 years ago. No other illness. 
Is fairly heavy eater. Smokes very moderate- 
ly. Bowels constipated. Slightly increased 
frequency of urination. Has no vertigo or 
dizziness. 

Present Trouble: Started one week ago 
following an acute “cold” without fever. Has 
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been persistently hiccoughing since then, with- 
out relief. Has been treated by large doses 
of opiates, benzyl benzoate etc., without any 
change in his condition. Patient has been 
purged rather severely with calomel, salts and 
oil. For past thirty-six hours has been vomit- 
ing greenish fluid—‘bile stained,” and is un- 
able to keep anything on his stomach. No 
pain, no abdominal tenderness, no fever, no 
cough. 

Physical Examination: Shows rather ple- 
thoric male, beyond middle age with rather 
florid complexion. Pupils contracted (opiates) 
but react to light. Teeth absent. Throat 
negative. Chest and heart negative. Ab- 
domen, liver and spleen not palpable. Small 
umbilical hernia. No abdominal tenderness. 
Extremities negative, except as noted above. 
Tendon reflexes O K. Temperature 97.8. 
Pulse 80. Blood pressure 100—80. 

Laboratory Findings: Urine 1038, Acid. 
Sugar and Indican negative. Albumen small 
amount. Microscopic examination negative. 
Wassermann negative. 

No cause was found to account for hiccough 
except that it might have been due to toxemia 
following attack of “acute cold.” Now has 
regurgitation of bile into stomach. 

Patient was given duodenal lavage in usual 
manner with good success. A large amount 
of bile was obtained. Three pints of water 
and 1-2 glass of 33% mag. sulp. were forced 
into small bowel through duodenal tube. This 

roduced several good bowel actions. Twelve 
~— later no return of vomiting or hiccough 
having recurred, patient was placed on soft 
diet, followed in 24 hours by general diet. 
One week later patient reported that no ten- 
dency to return of hiccough had recurred fol- 
lowing the lavage. We do not believe that the 
slight amount of albumen in the urine had 
any particular significance in this case as the 
urine was negative on second examination. 


Dr. Wm. H. Bailey: Tumor of Buccal Sur- 
face of Cheek. 

Case No. a ne service of Dr. Stout. 
Patient noticed a rough place on inside of lip 
several months ago. The tooth directly oppo- 
site it having a rather sharp edge, this place 
was a source of considerable annoyance to 
her and she would bite it frequently, causing 
it to bleed at times. It gradually increased 
in size until at the time she came to the hos- 
pital it was 6 mm. in diameter and raised 3 mm. 
from the mucous surface. The outer surface 
of the tumor was rough and irregular, similar 
in appearance to a common wart. ‘The color 
was reddish, similar to normal mucosa. 

Tumor was removed by an eliptical in- 
cision, hardened in 4% formaldehyde and 
frozen section made. 


Microscopic examination showed a thicken- 
ed epithelial layer, except at the top of the 
tumor where it was entirely missing. The 
sub-mucus tissue was abundantly supplied 
with blood vessels and an increased amount 
of fibrous tissue. The floor of the ulcerated 
area was composed chiefly of small round 
cells and fibroblasts. ‘There was no microscop- 
ical evidence of malignancy. 

This is the typical picture of the alveolar 
infective or irritagion granuloma appearing 
in the mouth, more frequently at the roots of 
the teeth. This particular specimen, how- 
ever, had considerably more fibrous tissue 
and less granulation tissue than is usually 
seen. The break in the epithelial surface 1s 
especially characteristic of these tumors. 
Frequently also there are numerous giant 
cells found scattered thruout the tissue. ‘] here 
is considerable tendency to recurrence unless 
the source of irritation is removed. 

The term epulis, meaning “on the gum,” 
has been used in classifying a variety of tumors 
springing from the alveolar processes. Ac- 
cording to Hertzler this term should be re- 
served for tumors, sarcomatous in character, 
springing from the alveolar periosteum. They 
are roughly divided into fibrous and sarcoma- 
tous types, but there are many transitional 
forms that cannot be distinguished from fibro- 
sarcoma. One important characteristic is 
that they push forward the fibrous and epith- 
elial layers of the process which remain intact 
until a very late stage and often permanently. 

Both types show giant cells probably of 
bony or myeloid origin, but they are usually 
more numerous in the sarcomatous variety. 
Both are prone to occur. 

They are slow growing, whitish to red in 
color depending on the proportion of fibrous 
tissue and show little tendency towards in- 
vasion of the surrounding tissues. 

The more malignant myeloid sarcomas and 
carcinoma of the jaw are more rapid in de- 
velopment, show a marked tendency towards 
invasion and are primarily ulcerative in char- 
acter. 

This tumor from Dr. Stout’s case should 
not be called an epulis, even if it had occurred 
at the roots of the teeth. 

THE SCHOOLCHILD BEFORE AND AFTER TON- 
SIL AND ADENOID REMOVAL 

After examining about 7,500 children, Littleton Davis, 
Roanoke, Va. (Journal A. M. A., April 22, 1922) is con- 
vinced that the incidence of heart disease in the great 
number of children referred for tonsil operations is very 
small. The cervical glands enlarge as often after as_ be- 
fore tonsil removal. There is more complete relief from 
symptoms when removal is done at from 7 to 10 years of 
age, in the majority of cases Early removal gives me- 
chanical relief for a time; but the original cause of the 
growth, whatever it may be, is present and active until! a 
much later period. 
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EDITORIAL 











OUR EXHIBITORS FOR THE OKLA- 
HOMA CITY MEETING. 

The finest ever, we are sure, will be the 
verdict of everyone attending the meeting at 
Oklahoma City, so far as the commercial ex- 
hibits go to make it a success. “Clean as a 
Hounds Tooth” may be said of them from 
every standpoint, especially may this be our 
boast when the high class, purity and ethical 
standards are applied as criterions or tests of 
merit. Not one but what has borne the 
closest scrutiny of the Council on Pharmacy 
and Chemistry, A. M. A., not one who is not 
an advertising supporter of your Journal 
and not one but who may boast “we may have 
equals or peers, but no superiors. The ex- 
hibits will be grouped compactly on both sides 
of the grand stairway, leading from the fourth 
to the first floor of the capitol building. The 
space they will occupy is 22 by 75 feet and 
every foot will be full of some part of our sup- 
porters wares. 


[t is hoped that every visitor will avail him- 
self of the cordial invitation they extend to our 
members to visit their booths and note the 
advances being made in all that pertains to 
the doctor and his work. The firms repre- 
sented will be: 


Caviness Surgical Company, Oklahoma City. 
(Surgical instruments, physicians office equip- 
ment, tables, chairs etc.) 

Oklahoma Physicians’ Supply Company. 
(Surgical instruments, hospital supplies, etc.) 

Hynson-Westcott-Dunning, pat « Hrd 
Maryland. Biologicals. 

Muskogee Laboratory, Muskogee, Okla. 

E. R. Squibbs & Sons, New York. Pharma- 
cuticals. 

A. S$. Aloe Co., St. Louis, Mo. 
Instruments, Physicians’ Supplies. 

Hettinger Bros., Kansas City, Mo. Sur- 
gical Instruments, Physicians’ Supplies, Rub- 
ber Goods. 

The C. V. Mosby Co., St. Louis, Mo. Med- 
ical Publications. 

Riggs Optical Co., 
Optical Goods. 

Roach Drug Co., Oklahoma City, Oklahoma. 
Drugs and Drug sundries. 

Swan Myers & Co., Indianapolis, Ind. 
Pharmaceuticals & Biologicals. 

Victor X-ray Co., Oklahoma City, Okla- 
homa. X-ray. 

J. A. Majors & Co., Publishers, New Orleans, 
La. Medical Publications. 

W. A. Rosenthal X-ray Co., Kansas City, 
Mo. X-ray. 

Radium Chemical Co., Pittsburgh, Pa. 
Radium and Radium Preparations. 

Colonial Hospital Supply Co., Chicago, 
Illinois. Hospital Supplies. 


Surgical 


Oklahoma City, Okla. 





NO SECTION REPORTERS FOR OKLA- 
HOMA CITY MEETING. 


After years of despairing effort to get ac- 
curate, satisfacory stenographic reports of 
discussions of papers read in the sections at 
our Annual Meeting, resulting apparently in 
no betterment whatever, we shall this year 
undertake an innovation, and if the members 
voting affirmatively to give the method a 
trial carry out their expressed intention to 
reduce their discussions to ty immediately 
after the meeting and mail to oe Journal with- 
out delay, then we have solved a most vexa- 
tious problem. Perhaps no phase of our work, 
unless it is that experienced in having to deny 
members defense when not entitled to it, has 
produced so much dissatisfaction and criticism 
as has this very matter of reports. No mem- 
ber has ever acknowledged to saying what the 
section reporters turn in as the speaker’s re- 
marks. On the contrary, if the discussor ever 
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does return his remarks sent to him for correc- 
tion, certainly no one would recognize the 
thing as his baby. It comes back another 
story altogether. 

This year each section will be provided with 
note paper, upon which those who discuss 
papers may take notes of what they wish to 
say, immediately amplifying the matter and 
at the first opportunity have it typewritten, 
appropriately marked so that the Editor will 
know to what paper it is attachable and the 
order in which it was spoken. This should 
give us the best appearing Journal,in so far as 
discussions go, that we have yet had. 

Practically every man asked to give his 
opinion on the matter returned his vote, which 
stood 25 for sending in their own reports while 
3 thought we should try the old system once 
more. The vote is too unanimous to disregard, 
we shall have no reporters. 





NATIONAL HOSPITAL DAY, MAY 12. 


That fitting observance of National Hospital 
day will be made in Oklahoma on May 12. 
Dr. Fred S. Clinton, Chairman, Tulsa, em- 
powered to select his aides, at once named 
the following: Drs. A. L. Blesh, John Riley, 
LeRoy Long, Oklahoma City; T. H. Ballan- 
tine and Claude Thompson, Muskogee; Mc- 
Lain Rogers, Clinton; A. S. Risser, Blackwell; 
Walter Hardy, Ardmore and T. M. Aderhold, 
El Reno, and Dr. Frank H. McGregor, Man- 
gum, Okla. The functions of this committee 
will be to give the matter the widest publicity, 
enlist the interest of every citizen possible, 
organize hospital staffs, nurses, teachers, in 
fact every person capable of intelligent co- 
operation. It is believed that last year, 
despite the brief time given for organization, 
more than 1,500 hospitals in the United States 
and Canada offered meetings of various forms 
and magnitude to which the public were in- 
vited to attend. Four thousand people 
visited the Jersey City hospital on that ine 
and a like number visited the one at Butte, 
Montana. The activities covered a wide 
range of usefulness. An Arkansas Hospital 
was given linen sufficient for several months 
supply, a New York Tuberculosis Hospital, 
$2,000 from a Hospital flower sale day. Hos- 
pital betterment was generally perceptible 
wherever any efforts in good faith were made 
toward those objects. Especially did the 
publicity increase entrance of pupil nurses 
for training. Various features of entertainment 
may, and should be considered by Oklahoma 
Hospitals, as a means of acquainting the 
public with the peculiar problems of hospita! 
management and their difficulty, if not im- 

ssibility, of execution, in the absence of 
arge funds, unless the people themselves, or 


their agents, city, county and state officers 
in their behalf, make decent appropriations 
for the purpose. As a matter of plain justice, 
every hospital in the land should be supported 
just as our political institutions are, by taxa- 
tion of all the people. They get the benefit 
in the final analysis, whether it be prince or 
pauper. We have had too much of this “Let 
— do it” business in the maintenence of 
ospitals and their allied matters. In this 
instance public meetings, receptions at hos- 
pitals, picnics, dances etc may be considered 
in seeking means for the work. By all means 
care should be taken that every school child 
in the state have knowledge of the work, for 
they are the men and women of tomorrow 
and we of today are too fixed in our brief stay 
to accomplish much more than initiate the 
work for the citizen of tomorrow. 


CENT FOR TRIBUTE.” 


We borrow this patriotic expression from 
one of our heroes of long ago. It is applicable, 
expresses the best in principle, one we should 
adhere to in practically every case of black- 
mailing malpractice suit brought against our 
members. Of course we have the occasional 
case of malpractice. Common sense tells us that 
not all of us are perfect in technique, that we 
are human and so prone to error. When such 
does occur it is the part of good sense, after 
proper inquiry, weighing all the surroundings, 
to admit the facts and make the best of cir- 
cumstances. It is not a disgrace for a phy- 
sician to be manly enough to admit that in 
him lies the possibility of doing wrong, even 
though the doing of the act was by inadver- 
tance. 

Recently the Tulsa County Medical Society 
was asked for advice. A judgment had been 
rendered against one of its members. The 
policy of the members insurance carrier was 
to settle such suits at that juncture, if that 
could be done, in their opinion, at a saving to 
the company. This attitude on their part is 
that of all such carriers, with one exception, 
that exception is in the case of our advertiser, 
“The Ft. Wayne,Physicians Protective Asso- 
ciation,” theirs is the motto above noted# 
It is our belief that they practice in every 
case the motto, for they realize that these 
matters are akin to the Dragon’s teeth, from 
one many will spring,so they fight to the last 
ditch, when fight is the order of the day. 

In the above case the advice of the State 
Association’s attorneys was not to settle, but 
to carry the matter to the Supreme Court, then 
if the lower court was sustained, all good and 
well, settle, even if it did call for more outlay 
of money than the earlier settlement proposed 
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demanded, no good principle would be violated 
in following that advice. 

The Tulsa Society recommended as a result 
of the case that our members “take protective 
insurance in companies that do not compromise 
but fight” to which we fervently add, Amen. 


“OKLAHOMA MEDICINE AND SUR- 
GERY”—THE INFORMATION BLANK 
AND WHAT IT MEANT. 


That doctors do have some curiosity and 
evince an interest in what they receive by mail 
is the fact regardless of opinions to the con- 
trary. Your editor, for many years, has been 
slowly accumulating data which it was hoped, 
some day might find incorporation in a work, 
meritorious more or less, and which would 
fairly accurately depict the doings of the doc- 
tor past and present, if he ever lived in what 
was formerly known as “Indian Territory” 
or Oklahoma. This laudable ambition had 
impelling motives, first and foremost of which 
is the fact that the first citizen of the Cherokees 
to receive the degree “Doctor of Medicine” 
bore the name “Thompson” and was a grand- 
grand uncle of the writer.Further impetus was 
given the matter by the regrettable observa- 
tion that regardless of his former greatness 
and goodness, forgetful of his hundreds of good 
deeds and actions to and for his fellowman, a 
few fleeting days only had to pass before those 
of our profession who passed beyond were 
among the things forgotten, ignored and un- 
sung. Then came the World War, roducing 
as it did most patriotic evidence of the self- 
sacrificing character of the Oklahoma doctor, 
whether rich or poor, physically able or other- 
wise, subject to the draft, which mostly he was 
not; to meet the demands made by a Nations 
sudden insistent cry for help. Again noting 
with regret that nowhere was there being re- 
corded the role acted by the doctor of Okla- 
homa, having even to humiliatingly observe 
that his “conquering hero” return often found 
his former lucrative work filched from him, the 
usurper now possessed of an elegant six cylinder 
machine in lieu of his former lowly “fliver,” 
observing this and other unbelievable changes, 
brought the determination to attempt as true 
compilation of the facts as ability and energy 
possessed could work into historical form. 
The form mailed our members and many 
others was the result. It was believed that 
that procedure would obtain with least friction 
the information required, and it has. Never 
have physicians been more prompt in making 
returns on their correspondence. However, a 
few exceptions, too many to give each a per- 
sonal reply, evinced curiosity as to the object. 
It is not far from fact to say some evinced sus- 
picion, sensed a “mystery,” hence their query, 
“What do you want with the information.” 





We think this answers the matter, but we will 
add the assurance that no rogues gallery was 
in contemplation, as we jokingly advised one 
curious correspondent. e shall appreciate 
every fact worthy of mention as of possible 
bearing on the subject matter. Our State 
holds many good and worthy men who have 
really accomplished things, but new as it is, 
an infant comparatively speaking, we have 
like other pioneers neglected the niceties and 
ideals in struggling over difficulties and build- 
ing to our present greatness. Few of us realize 
the many accomplishments of the whole. The 
professional —— now being done in Oklahoma 
is of the very finest, but our relations are such 
that our own affairs prohibit that degree of 
acquaintance and knowledge of the other fel- 
low, the rule in older communities. We ask 
the cooperation of every good physician in 
this work. 





Editorial Notes—Personal and General 











Dr. E. L. Pierce, Locust Grove, visited Kansas City 
Clinics in March. 


Hominy Commercial Bodies have formulated plans for 
the erection of a hospital for their city. 


Dr. Earl D. McBride, Oklahoma City, has been given 
charge of the Red Cross Orthopaedic work in that city. 


_ Dr. J. W. Craig, Vinita, attended the Western Electro- 
Therapeutic Association, Kansas City, Mo., April 20-21 


Dr. Geo. A. LaMotte, Oklahoma City is a late victim 
of the malpractice pest, being served with a summons 
lately, bearing the usual amount of gush and slush of 
legal parlance. 


Dr. J. F. Sargent, Lexington, 1921 graduate of Okla~ 
homa University Medical College, is a new member from 
Cleveland County. 


Dr. E. L. Dawson, Chickasha, has been reading the riot 
act to those given to dumping garbage and trash about 
the city environs. 

Drs. Horace Reed and A. D. Young, Oklahoma City, 
visited Osage County Medical society in March, where 
they read papers at the Pawhuska meeting. 


Okmulgee City Hospital will have additions costing 
$150,000 including an institution for the care of negro 
patients. A bond issue already voted upon settles the 
question. 


Dr. LeRoy Sante, Roentegenologist to the St. Louis 
University School of Medicine, presented a paper at the 
Tulsa County Medical Society Meeting. April 24, on 
“Pneumoperitoneum.” 


Watonga’s New Hospital awarded bids for building 
construction, exclusive of plumbing, wiring, etc., to the 
amount of $13,880. The total cost is estimated to be in 


the neighborhood of $20,000. 


Muskogee’s Soldier Hospital contract was awarded to 
the Manhattan Construction Company, Muskogee. The 
building without any accessories, such as wiring, plumbing, 
etc., will cost $339,200. When completed more than 
$500,00 will have been expended. 


The Clinton State Hospital for tuberculous patients 
was opened to the public, without formality April 3rd. 
It is said all patients now in state institutions, but who 
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formerly resided in western Oklahoma and who wish such, 
will be transferred to the Clinton hospital soon. 


Baptist ‘Hospital and Clinics for the Annual Meotinn 
were not received in time for inclusion in the March 
Journal. In addition to the names in charge of the various 
clinics that of Dr. R. N. Nowlin, Oklahoma Ciry, is re- 
ported as Chairman of the Baptist Hospital Clinic. 


The “Baby Book” a 96 page booklet dealing with the 
proper care of infant health, has just been issued by the 
State Department of Health, Oklahoma City. The title 
s “The Oklahoma Mothers Baby Book” and deals with 
every practical phase of baby’s care. It may be had 
upon application by any woman. 


Room 531, State Cond Building, is “ours” for the 
Annual Meeting. Dr. A. R. Lewis has secured that num- 
ber for our very own use, a the purpose of writing letters, 
etc. All ‘phone messages, long distance or local calls, 
telegrams and mail, should bear or go to that address. 
The phone number is Maple 2400, Station 51. 


Dr. M. K. Thompson, Muskogee, a Sete will go to 
Europe, leaving Oklahoma May 28. Thompson will 
attend and represent the Oklahoma Paid Association at 
the 10th International Congress of Otology, Paris, July 
19-22. He will also spend considerable time at the London 
Royal Ophthalmic Institute and visit various European 
centers before his return. 


Our Very Own, Medical Postmaster General, Dr’ 
Hubert Work, acknowledges in most graceful manner, 
what he terms the “compliment” editorially paid him in 
our March issue. All of which we accept with due modesty 
but we reserve the right to say the last word, and that 
is that we did not say nearly as much as we felt like, but 
were limited by a meagre vocabulary. 


Dr. D. W. Griffith, Superintendent of the Norman 
State Hospital, extends cordial invitation to all members 
interested in that work to visit the Norman Hospital 
during the meeting at Oklahoma City. His City may be 
easily reached by fast interurban car in 45 minutes. Dr. 
Griffin and his staff stand ready to show visitors over the 
institution, explaining its management in detail, the suc- 
cess of which they are justly proud. 


Tulsa County Society, March 13. Dr. D. O. Smith 
read a paper on “The Use of Convalescent Serum in 
Scarlet Fever.”” Dr. Chas. H. Ball read a paper on 

“Epidermophytosis,” discussors, Drs. Woods and Hen- 
dershot. Kiwanis Club communicated with the society 
asking that members cooperate by donations of books 
to the City Library. Favorable action was taken upon 
presentation of motion to that effect by Dr. T. W. Stallings. 


Dr. Hugh Scott, Oklahoma City, for some time attached 
to the U. S. Public Health Service, Washington, is on his 
way home, according to the press, bent on prying loose 
the Republican nomination for Governor for himself, 
then the Governership from the people, at the polls in 
November. Well! if we must be afflicted with that brand 
of a Governor, Hugh suits us to a “T,” for we are quite 
certain that no legislature will ever feel called upon to in- 
vestigate where Hugh may have gotten a bank account 
of a few dollars to his credit. 


Hotels of Oklahoma City are The Huckins, single rooms 
and bath, one person, $2.50, two persons, $4.00. 

Skirvin, single room with bath, $2.00 for one and $5.00 
for two persons. 

er single room with bath, one person $2.50, 
two, $5.06 

Bristol, ON with bath, $2.50, two, $4.00. 

Egbert, single, $7.00, two, $3.00. Make your reserva- 
tions now. 

National Hospital Day, May 12, will be appropriately 
observed in Oklahoma. Dr. Fred S. Clinton, Tulsa, 
State Chairman in charge of the work, has named the 
following committee to assist him in the work: Drs. A. I 
Blesh, John Riley, LeRoy Long, Oklahoma City; Claude 
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Thompson, H. T. Ballantine, Muskogee; McLain Rogers, 
Clinton; Frank H. McGregor, Mangum: A. S. Risser. 
Blackwell; Walter Hardy, Ardmore; T. W. Aderhold, El 
Reno. In several places in the State, hospitals wil! hold 
“open house” in order to acquaint the laity with their 
problems. 


THIS WORTH INVESTIGATION—If you wish to change 
locations. A physician with an average practice in an 
Oklahoma City of 30,000 inhabitants wishes a com- 
petent man to purchase a moderate, priced home, con- 
veniently located in a good neighborhood, take over 
the practice etc. Seller proposes to take the right man 
into partnership or agree upon a working arrangement 
forfrom six to 18 months. Not all cash is necessary to 
handle this proposition, but triflers and incompetents 
need not apply. 

4-22. Address-Extra-This Journal. 


Dr. A. H. Bungardt, Cordell, also is feeling the sting of 
the malpractice adder. This time, it is alleged a fractured 
tibia was (well good paper does not deserve to be wasted in 
enumerating the many damages Dr. Bungardt is alleged 
to have brought to this plaintiff, suffice it is to say, we 
wonder if paper is not cheap at Cordell) just maltreated 
in every manner. Well, we will meet the enemy at Phil- 
lipi; and while there Is hardly a doubt that we, too, may 
exclaim with Caesar, “Veni, Vidi, Vici,” that will not re- 
compense for the injustice left trailing after in the form of 
lost time and money, to men whose time could not be 
wasted in a meaner manner. 


The Medical Protective Company, Ft. Wayne, Ind.’ 
did itself proud on April 2. The Ft. Wayne Neses-Sentinel 
carries a double page photogravure of cuts, illustrative of 
the company’s enterprise and great scope of work. A 

“distinctive place in Ft. Wayne enterprize” is the descrip- 
tion that publication gives the company. Of pertinent 
interest to the Oklahoma physician, provided he is a 
holder of the company’s protective policy, are the cuts 
showing the law library in the company building. “Every 
claim and suit ever filed in a court of record having re- 
lation to the company’s business is on hand for ready 
reference.”’ This is the only company in the world special- 
izing in malpractice — suits. 

Dates for the Oklahoma State Meeting have been 
changed from May 16, 17 and 18, to May 9, 10 and 11. 
It will be recalled that on their own motion the Oklahoma 
meeting was set for the week following our own, in order 
to avoid conflict. It has since that time been learned 
that there are three other conventions to be held at the 
place of their meeting during the same week, which made 
the change necessary. It was with great reluctance that 
the officials of the Oklahoma State Association adopted a 
date that would conflict with our meeting. While we 
likewise regret the necessity of the change, we realize that 
it could not be avoided. Members of the State Medical 
Association of Texas are cordially invited to attend the 
Oklahoma meeting, which will be held in Oklahoma City, 
May 9-11.— Texas-State Journal. 


One Luhn, Oklahoma City, finely grounded in medical 
municipal, hospital, and civic lore, surely an erudite with- 
out compare, if his propositions are to he given serious 
consideration, proposes that Dr. J. T. Martin give all his 
time to the city’s public health affairs. One Luhn serious!y 
inquires, “What physician is there with a private practice, 
on part time health work, who will see his practice suffer?’ 
The very idea, the ideals and knowledge of altruism on the 
part of One Luhn are refreshing. For his information, the 
rari avis of which he doubts existence may be found all 
around him, in Dr. Martin himself, in scores of munici- 
palities, in fact that rare individual he wots not of may 
be found all over the world, even if his existence is met 
with questioning and scofing on the part of credulous 
Luhns. 

Craig County Medical Society will hold one of its 

“feature” meetings May 2. It will be held in the Assembly 
Hall, Eastern Oklahoma Hospital, where Dr. F. M. Adams, 
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Superintendent, will hold forth as host as only Adams 
knows how. Among the special offerings will be a clinic 
by Dr. A. D. Young, Oklahoma City neurologist, on paresis 
or some ailied subject. After all the scientific thunder is 
delivered Dr. Adams will set forth the real attraction, a 
supper of the old fashioned type, which, from past ex- 
perience, we know will not suffer for lact of attention. 

The Meeting of April 4, had as the drawing card, Dr 
Julius Frischer, Kansas City, Mo., who gave a paper on 
“Gonorrhea and Its Complications.” He also discussed 
many of the newer innovations gleaned from an extensive 
trip to European centers, including Berlin, Vienna etc. 
Dr. Frisher told the Vinita physicians that Austrian phy- 
sicians, even the very best, are now so poor, due to de- 
preciation of values, that they have only the barest neces- 
sities of life, automobiles are unknown 7 them, and mostly 
they walk. After this meeting Mrs. Louis Bagby and 
Mrs. L. J. Pierce served light refreshments at the residence 
of Dr. Bagby. 


Oklahoma County's $50,000 Charity Fund, according 
to County Clerk Bodine, has dwindled to less than $3,000, 
with four months of the fiscal year yet to run and $10,000 
in unpaid bills in sight. Mr. Bodine says that the poor 
of other counties drift into Oklahoma City only to soon 
become charges, in case of illness, hence the rapid dis- 
appearance of their fund. This statement is correct. All 
the larger cities of the State bear this brunt, both the city 
and county in question. The same is true of venereal dis- 
ease work. In Muskogee, the venereal disease clinic 
cares for cases commonly without a radius of more than 
one hundred miles, while it is nothing uncommon to have 
a “drifter” walk nervily in demanding treatment, just 
freshly arrived after a trip on box-car rods from Kansas 
City or Omaha. It is also another argument as to why 
the State of Oklahoma should, through the Legislature, 
do something to relieve those municipalities of the unjust 
burden. The Muskogee Clinics’ total appropriation is 
the munificent sum of $300. There seems to be no trouble 
whatever for “The Gang” to get its claws into the public 
barrel, but, strange to say, county commissioners become 
purblind and punctilious sticklers for strict interpretation 
of the law as to disbursements for such purposes unless 
“The Gang” happens to be the applicant for aid. 


DUKE MEMORIAL FUND CONTRIBUTORS. 

The following are reported as contributors of various 
sums to the Duke Memorial Fund by Dr. LeRoy Long, 
Custodian of the Fund, Colcord Building, Oklahoma City 
It is urged that all members feeling so inclined send their 
checks to Dr. Long. The Medical Profession of Oklahoma 
lost one of its most honorable members, one certainly of the 
highest ideals, principles and ethical standards, when Dr. 
Duke passed along. 

A. J. Pope, Hanna; R. E. Sawyer, Durant; Woods 
County Medical Society, by O. E. Templin; H. P. Wilson 
and a few medical friends, Wynnewood; Logan County 
Medical Society, by J. E. Souter, Secretary; Pittsburg 
County Medical Society, by L. C. ony gr a, Secretary; 
Woodward County Medical Society, by C. W. Tedrowe, 
Secretary; J. C. Hubbard; C. A. Thompson; $ wa Mitchell 
F. B. Fite, Wm. P. Fite, F. W. Ewing, P. P. Nesbitt, Benj. 
H. Brown, A. L. Stocks, T. A. Hartgraves, J. I. Hollings- 
worth, M. K. Thompson, J. H. White, I. B. Oldham, H. C 
Rogers, LeRoy Long. 

The sum raised now amounts to $166,00 and soon we 
shall engage a painter to begin execution of the commission 
looking toward a reproduction of Dr. Duke in oil, to be 
hung in the Capitol or some other suitable place. 


ANNUAL MEETING 
Committees on Behalf of Oklahoma County Medical 
Society. 
Executive Committee, Chairman, Dr. Wm. H. Bailey, 
308 Patterson Building. 
Entertainment, Chairman, Dr. Edw. P. Allen, 425 
Liberty Nat. Bldg. 


Publicity, Chairman, Dr. H. M. Williams, 524 Liberty 
Nat. Bldg. 

Meeting Places, Chairman, Dr 
Patterson Bldg. 

Exhibits, Badges, Hotels, Chairman, Dr. F. H. Clark, 
313 Shops Bldg. 

Clinics, Executive Chairman, Dr. C. J. Fishman. 735 
American Nat. Bldg. 

The following are designated by the respective hospitals 
to represent their institutions: 

University Hospital, Dr. Wann Langston, University 

Hospital. 
Wesley Hospital, Dr. D. D. Paulus, 308 Patterson Bldg. 
St. Anthony’s Hospital, Dr. R. M. Howard, 502 First 
Nat. Bldg. 

Oklahoma City hotels are always filled to capacity, so 
it is the part of discretion to now make your reservations. 
You should state clearly in your communication the date 
and hour of your proposed arrival in that city, exactly the 
character of accommodations desired, that is bath, number 
in party, etc., and it might be well to indicate whether or 
not lesser space would be acceptable in event of unusual 
overcrowding. All requests should be mailed at once to 
etther the Hotel desired, the second choice, or Dr. F. H. 
Clark, Chairman, 313 Shops Bldg. 

Do not impose this service upon professional friends, 
for in the end, in order to serve the largest number with 
the highest efficienty, the committees having these mat- 
ters in charge must be able to calculate the probable num- 
ber to be expected. 


M. M. Roland, 404 


Annual Meeting—Oklahoma City Hotel Rates 
“Do It Now” 


Following are Hotel rates for state meeting. 
Huckins Hotel: Single Room with bath (lperson) 
2.50; Single Room with bath, (2 persons) 4.00; Single 
Room without bath (1 person) 2.00; Single room without 
bath (2 persons) 3.50. 
This hotel is Headquarters. 


Skirvin: Single Room with bath, (1 person) 3.00; 
Single Room with bath (2 persons) 5.00; Single Room 
without bath (1 person) 2.00; Single Room without bath, 
(2 persons) 3. 


Kingkade Hotel: Single Room with bath (1 person) 
2.50; Single Room with bath (2 persons) 4.00; Single 
Room without bath (1 person) 1.25; Single Room without 
bath, (2 persons) 2.50. 


Bristol Hotel: Single Room with bath (1 person) 2.50; 
Single Room (2 beds) with bath (2 persons) 4.00; Single 
Room without bath (1 were} 1.50; Single Room (2 beds) 
without bath (2 persons) 2.25. 


Egbert Hotel: Single Room, with bath (1 person) 2.00; 


Single Room with bath, (2 persons) 3.00; Single Room, 
without bath (1 person) 1.50; Single Room without bath, 
(2 persons) 2.50. 


All reservations should be direct with the clerk of the 
hotel; in the event that proper reservations can not be 
made The Chairman of the Hotel Committee will be glad 
to assist in any way possible in securing the same. 

Address such requsts to Fred H. Clark, 313 Shops Bldg., 
Oklahoma City, Okla. 


Very sincerely, 


Fred H. Clark. 
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OKLAHOMA STATE MEDICAL ASSOCIATION 
THIRTIETH ANNUAL MEETING 


GENERAL INFORMATION 

Members are requested to carefully read and note the 
following in order to cooperate in making this, as every 
indication now points that it will be, the most successful 
meeting of our history. 

The Genera! Meeting, all scientific sections, the ex~ 
hibits, registration, in fact every activity, except the 
social seccion and hospital section will be held on the fourth 
floor of the capitol building. The exhibits and registra- 
tion will be in the lobby on either side of the grand stair- 
case. Members are positively expected to register and 
—_ badges and programs at the registration desks. 

istration will probably be, as before, from cards which 
Ref be supplied the members for filling out, the cards con- 
taining the name, clearly written, as it goes to the various 
dailies. These cards will be compared with the member- 
ship rolls at the secretary’s desk, and if the registrant is 
found to be in good stranding, he will be promptly register- 
ed, provided with badge, program and various data of the 
meeting. Each member is also requested to register with 
the Secretary of the Chamber of Commerce and be their 
guest during the meeting. The Chamber will be glad to 
accommodate anyone with writing material and other 
courtesies of that character. The Telephone is Maple 
2400. Station 51. The State Commissioner of Health, 
Dr. A. R. Lewis, at Room 531, will care for all telegrams, 
long distance telephone calls and mail. He has also, 
generously placed at the disposal of the members, his en- 
tire office staff, who will be glad to take messages, letters 
by dictation, etc. 

GENERAL INFORMATION 

All exhibits are under direction of the State Secretary. 
No one will be permitted to exhibit goods or pharmaceuti- 
cals not bearing the approval of the Council on Pharmacy 
and Chemistry, A. A., nor will non-advertisers of the 
Journal, doing competitive business with our advertisers, 
be permitted to exhibit their wares. The various hospitals 
offering clinics for the meeting request that prospective 
attendants secure cards of admission. Only so many 
may be accommodated at these clinics, therefore, it is 
clearly seen that such cards are almost a necessity in order 
to prevent overcrowding and discomfort. 

ABOUT YOUR PAPER. 

It is not your property, but belongs to your Association, 
so do not make the mistake of carrying it home with you, 
that only causes vexatious delay, sometimes total loss of 
the paper in question. Do not, we beseech you, carry 
your paper away, with the excuse that you have not had 
time to correct it, correct it before the meeting. It deserves 
your respectful consideration, and we have not time to 
enter into interminible correspondence over it after the 
neeting. Send a copy of your paper soon to the man 
who will discuss it. That courtesy is his due, and this 
year, very likely, we shall not have the sections reported, 
but each man discussing papers will be expected to reduce 
his remarks to type and mail them to the JOURNAL 
after the meeting. 

If you think you will wish reprints of your paper, note 
on the front page margin that reprint quotations are 
desired. This is adouble safeguard, however, before it is 
printed, you will be supplied with printers proof and with 
that will be quotations of reprint costs. Papers cannot 
be printed in the JOURNAL in the order they are read 
at the meeting. Please remember this, as requests for 
priority in that respect cannot be complied with. Papers 
are grouped according to seasons, the particular, pre- 
dominant subject considered in certain issues, and must 
follow that rule. 

HOUSE OF DELEGATES. 

The House of Delegates will meet at 1:00 P. M. Tuesday 
May 9. It will after that time, meet on call of the Presi- 
dent, as its demands indicate, except the first meeting of 
the day, Wednesday May 10 will be for the election of such 


officers as have vacancies, as is provided by the Con- 


stitution and By-Laws. This meeting will be held in the 
morning in order to avoid conflict with the sections, 
which will meet in the afternoon. 

The Council will hold its first meeting, 4th floor Capitol 
building, Tuesday morning 11:00 o’clock, after which its 
meetings will be on call of the President. 

The Council will consider all matters of business of the 
Association and such other matters as are properly its 
function. Propositions intended for its consideration, not 
heretofore presented, should be reduced to the briefest 
written form as its time will be limited on account of the 
many demands it must attend to. 

TIME OF MEETINGS. 

Clinics: University, Wesley, St. Anthony’s and Baptist 
hospitals will offer clinics on the mornings of Tuesday, 
Wednesday and Thursday, May 9, 10 and 11th. Those 
at The Baptist and St. Anthony’s will begin at 8:00 A. M., 
those at the University and Wesley at 9:00 A. M., con- 
tinuing until noon. Physicians proposing to attend these 
clinics are requested to secure cards of admission. Do not 
neglect this, as the clinic committees must have informa- 
tion as to the number, must limit attendance to a certain 
number, in order to avoid congestion. 


SCIENTIFIC SECTION 
Will each hold their initial meetings Tuesday afternoon, 
May 9, and after that meetings wili be convened on call 
of the Chairmen, who will give due, advance notice as 
to the time. 


DISCUSSION OF PAPERS 

Past experience has demonstrated the well nigh 
impossibility of securing accurate reports of discus- 
sions. An enormous amount of correspondence for 
many months after the meeting, only results in getting 
a make-shift report of what is alleged to have been 
said, so, it has been determined to try the expedient 
used with success by other Associations similarly situated; 
request each discussor of papers to reduce his remarks to 
type immediately after the meeting, noting on each sheet 
the paper his manuscript applies to and mail the matter to 
the Journal. Heretofore all efforts tending to secure 
proper reports have resulted in an outrageous expense, one 
of which in the end proved useless, for the matter had to 
be returned to the discussor, who, as a rule never corrected 
or returned the paper for final printing, result, total loss. 
For the purpose above noted, note paper bearing des- 
criptive heading will be circulated throughout each section. 


REDUCED FARES 

The Southewstern Passenger Association, St. Louis, 
has agreed to give us a rate of one and one half 
fare for this occasion, provided as many as 250 
physicians, purchasing tickets of the value of 67 cents or 
over, for members or their dependents apply to their Iecal 
railway agent for a certificate receipt. This should be done 
very early, as your agent may require considerable time to 
secure the certificates. One certificate must be had for each 
ticket purchased. Dates of sale are May 6 and 11 inclusive, 
return limit, May 15, 1922 

Important Instruction: Immediately on your arrival 
at Oklahoma City present your certificate to Dr. C. A. 
Thompson, Secretary, Capitol Building, or to Mr. Austin 
Murchison, who will represent him at the registration desk, 
for pre-validation signature. This certificate must also 
be validated by Mr. R. O. Hopkins, Traveling Agent, 
Consolidated Ticket Office (Union Ticket Office), Okla- 
homa City, before you may secure the half-fare reduction 
for the return trip. 

The following roads are not parties to this arrangement, 
therefore physicians living along their lines need not apply 
to them, but they may, on reaching any other line in the 
territory, secure advantage of the rate upon application 
to the agent of the road they contact with to reach Okla- 
homa City; You must return, however, by the same route 
to secure reduction. 

Fr. Smith and Western Ry; St. Louis, El Reno and 
Western Ry; Kansas. Oklahoma and Gulf Ry. 
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INFORMATION ON CLINICS 

Dr. Ennis C. Wilson, 305 Shops Building, will from 10 
to 12:00 daily give X-ray demonstrations in chest, kidney 
and bone lesion work. 
THE GENERAL MEETING—OPEN TO THE PUBLIC 

Fourth Floor, State Capitol Building, Tuesday 

May 9% 8:00 P. 

Dr. George A. Boyle, Enid, the President, presiding. 

Call to order by the President, Dr. Boyle. 

Invocation, Reverend Phil C. Baird, Oklahoma City. 

Address of Welcome on behalf of the Oklahoma County 
Medical Society by its president, Dr. E. S. Lain, Okla- 
homa City. 

Response Dr. T. H. McCarley, McAlester. 

Introduction of ‘ president-elect, Dr. McLain Rogers, 
Clinton, Okla., by Dr. G. A. Boyle, ae. 

“The resent status of the U. Military Reserve 
Force,” Generali Roy V. Hoffman, Oklahone City. 

Address by the President, Dr. George A. Boyle, Enid. 

Address, “Studies of Endocrine Adiposity,” Dr. William 
Englebach, St. Louis, Mo. 


PROGRAM, SOCIAL FEATURES, HUCKINS HOTEL 
Wednesday, May 10, 1922. 
Banquet Hall; 9:00 P. M. 
9:00 P. M. Radiophone Concert. 
9:30 P. M. Vaudeville. 
10:00 P. M. Dancing; Song by Doctors Quartette; 
Music by Orchestra during evening; Buffet Lunch. 
Dr. Edw. P. Allen, Chairman; Drs. W. K. West, Dick 
Lowry; F. W. DeMand, Committee. 


All Sections will be opened promptly at 3:00 P. M., 
Tuesday afternoon, State Capitol Building, in the room 
allotted to them. Notice of their location may be found 
about the registration desk and at other conspicuous 
places on the fourlh floor. Attendants are urged to 
facilitate section business by quitting the lobbies, halls, 
registration areas, etc and joining the section of their 
preference promptly on this hour. 

Section Chairmen will call the papers of their section in 
the order of their appearance noted here below. If any 
one called is absent, that number will be passed, the next 
called, and so on until the numbers are all called, where- 
upon the process will be repeated. 

SECTION ON SURGERY AND GYNECOLOGY. 

Dr. J. M. Byrum, Chairman, Shawnee. 

1. Chairman’s Address— 

“Gall Bladder Surgery in Obstructive Jaundice,”— 

By the Chairman, Dr. J. M. Byrum, Shawnee. 

. “Cholecystectomy Without Drainage,”—Dr. F. H. 

McGregor, Mangum. 

Discussion, both papers—Drs. MaLain Rogers, 

Clinton; T. M. Aderhold, El Reno; L. A. Turley, 

Norman. 

“Local Anesthesia in General Surgery,”—Dr. W. P. 

Fite, Muskogee. 

Discussions,—Drs. Fred Y. Cronk, Tulsa; P. P. 

Nesbitt, Muskogee. 

4. “Acute and Chronic Salpingitis,’—Dr. J. L. Shuler 

Durant. 

Discussions,—Dr. G. S. Baxter, Shawnee. 

“Appendicitis and Appendiceal Colic,”—Dr. Ross 

D. Long, Oklahoma City. 

6. “Early Diagnosis and Treatment of Acute Appen- 
dicitis,”—Dr. A. S. Risser, Blackwell. 

Discussions, both papers,—Drs. Horace Reed, Okla- 

homa City; Irs B. Oldham, Muskogee, J. A. Gregoire, 

. Drumright. 

“Intestinal Obstructions,” —Dr. W. L. Kendall, Enid 
‘ae P. A. Smithe, Enid; E. B. Dunlap, 
Law ton. 

8. “Acute Osteomyelitis,”—Dr. J. A. Walker, Shawnee. 
9. “Chronic Osteomyelitis,’—Dr. Ira W. Robertson, 
Henryetta. 


Discussions, both papers,—Drs. Earl D. McBride, 


tm 


w 


wn 


Oklahoma City, W. C. Graves, McAlester; S. W. 
Wilson, Ardmore. 
10. * oa Drainage with Restoration of Function,”— 
J. Lynch, Okmulgee. 
Desc eee, C. C. Hoke, Tulsa; F. L. Carson, 
Shawnee. 

11. “Surgical Treatment of Uterine Fibroids,’”—Dr. A 
W. Pigford, Tulsa. 

Discussions—Drs. L. S. Willour, McAlester; J. S. 
Hartford, Oklahoma City. 

12. “Empyema,”—Dr. G. W. Colvert, Miami. 
Discussions—Drs. W. H. Livermore, Chickasha; 
W. E. Sanderson, Altus. 

13. “Supra-Pubic Prostatectomy,”—Drs. McLain Rogers, 
and Victor M. Gore, Clinton. 

Discussions—Drs. W. J. Wallace, Oklahoma City; 
A. A. West, Guthrie. 

14. “Splenic Anemia (Banti’s Disease) and Allied Dys- 
crasias—Indications for Splenectomy—Case Reports,” 
—Dr. LeRoy Long, Oklahoma City. 
Discussions,—Drs. J. H. White, Muskogee; C. J. 
Fishman, Oklahoma City. 


SECTION ON GENERAL MEDICINE, NEUROLOGY, 
PATHOLOGY AND BACTERIOLOGY 


Chairman, T. H, McCarley, A. B., M. D., Mc Alester, Okla. 
Secretary, Lea A. Riely, A. M., M. D., Oklahoma City. 


1. Chairman’s Address, “The Cloud of Ignorance.” 
2. “The Relation of Surgery to Tuberculosis.”—Dr. 
Alexius M. Forster, Colorado Springs, Colo. 

agg opened by Dr. L. J. Moorman, Oklahoma 
City, Okla. 

“Diagnosis of Disorders of the Ductless Glands. 
Illustrated.”,-—Dr. Wm. Engelbach, St. Louis, Mo. 
Discussion opened by Dr. A. K. West, Oklahoma City. 
. “Some Observations on Pyelitis.”.—Dr. L. A. Mitchell, 

Frederick. ‘ 

Discussion opened by Dr. T. S. Chapman, McAlester. 
. “Carcinoma of the Cervix.”"—Dr. L. A. Turley 

Norman, Okla. 

Discussion opened by Dr. L. S. Willour, McAlester 
6. “Cathartics.”—Dr. J. L. Day, Norman. 

Discussion opened by Dr. H. C. Ricks, Caddo. 
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7. “Cholecystitis.” —Dr. O. W. he Alderson. 
Discussion opened by Dr. F. L. Watson, McAlester. 

8. “Pernicious Anaemia.”"—Dr. H. T. Ballantine, 
Muskogee. 


Discussion opened by Dr. Horace T. Price, Tulsa. 


9, “Differential Diagnosis of Cardiac Arrhythmias 
without the use of Electro-Cardiograph.”—Dr. 
Lackey, Oklahoma City. 

Discussion opened by Dr. E. P. Allen, Oklahoma City. 

10. “Acute Intermittent Cardiac Decompensation.”— 
Dr. Ellsworth Smith, St. Louis, Mo. 

Discussion opened by Dr. A. B. Chase, Oklahoma City. 

11. “Status Lymphaticus.”—Dr. J. M. Nieweg, Duncan. 
Discussion opened by Dr. C. W. Heitzman, Muskogee. 

12. “Tumor of the Spinal Cord.”—Dr. A. D. Young, 
Oklahoma City. 

Discussion opened by Dr. R. M. Howard, Oklahoma 
City. 

13. “Some Facts Concerning Human Parasites in Okla- 
homa.”—John E. Guberlet, Ph. D., Stillwater, Okla. 
Discussion opened by Dr. Gayfree Ellison, Norman. 

14. “Some Case Reports from General Practice.”—Dr. 
E. K. Witcher, Pawhuska. 

Discussion opened by Dr. C. E. Stanbro, Pawhuska. 

15. “Chemical and Microse copical Diagnosis for the General 
Practitioner.” —Dr. Gastineau, Pawnee. 
Discussion opened by Dr. Wann Langston, Okla- 
homa City. 


16 “Mitral Stenosis.”.—Dr. L. D. Conn, Morris, Okla. 
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SECTION ON PEDIATRICS AND OBSTETRICS Discussion by: Dr. Chas. J. Woods, Tulsa. 
Dr. Walter W. Wells, Chairman, Oklahoma City. 9. “Tuberculosis of the Kidney.”—Dr. J. Z. Mraz, 





J. Raymond Burdick, Secretary, Tulsa. 


Dr. Buford G. Hamilton, Kansas City, Mo., Insited 


Guest of the Section. 
Chairman’s Address—“‘The Progress of Obstetrics.” 


. “Case Report, Rat Bite with Unusua! Complications 


and Fatal ary in an Infant Three Months 
of Age,” —Dr. C. Sanders, Shawnee. 

Discussion ~aS by Dr. J. H. Scott, Shawnee; 
Continued by Dr. H. M. Williams, Oklahoma Ciry. 


Oklahoma City. 

Discussion by: Dr. T. M. Aderhold, Fl Reno. 
“Discussion of Important Factors in Kidney Surgery.” 
_—Dr. J. H. Sanford, St. Louis, Mo. 

Discussion by: Dr. Rex Bolend, Oklahoma City. 
SECTION ON DISEASES OF. EYE, EAR, NOSE 
AND THROAT. 

Dr. C. M. Fullenwider, Chairman, Muskogee 

bB.@ rwedacat s Address. 
2. Mastoiditis Roentgenologically considered, Dr. Ennis 








2. “Pyelitis of Pregnancy and Puerperium,”—Dr. J. A 2 
Hatchett, Oklahoma City. C. Wilson, Oklahoma City. 
Discussion Opened by Dr. H. C. Brown, El Reno, Discussion opened by Dr. M. M. Roland, Oklahoma 
Continued by Dr. H. Anderson, Anadarko. City 
3. “Appendicitis in Children,” —Dr. M. E. Stout, Okla- 3. “Report of a Case of Congenital Double Anophthal- 
homa City. mus.” —Dr. U. C. Boon, Chichasha. 
Discussion opened by Dr. Eva Wells, Oklahoma City, 4. “Trachoma.”—Dr. S. E. Mitchell, Muskogee. 
Continued by Dr. Leila E. Andrews, Oklahoma City. Discussion opened by Dr. A. W. Roth, Tulsa. 
4. “Home Management of Occipito—Posterior Position.” 5. “Treatment of Wounds of the Eyeball By Use of 
—Dr. C. V. Rice, Muskoge.e Sa the Conjunctival Flap."-—Dr. O. I. Green, Bartlesville. 
Discussion opened by Dr. A. C. Hirshfield, Oklahoma Discussion opened by Dr. T. W. Stallings, Tulsa. 
City, Continued by Dr. H. M. Williams, Oklahoma 6. “Syphilis of the Internal Ear.”—Dr. W. T. Salmon, 
- a ia.”"—Dr. C. W. Fisk, Kingfish Oklahoma  Ciry. 
>. Uipatheria. —Ur. &. W. Fisk, Kinghsher. Dise 1 by Dr. L. M. Wesefall, Oklah 
Discussion Opened by Dr. W. M. Taylor, Oklahoma Cc i. See epee ty Se = _— 
City,Continued by Dr. Basil A. Hays, Oklahoma City. 7 roreie Abscess of Rhinologic and Otitic Origin.” — 
6. “Puerperal Sepsis."—Dr. W. A. Fowler, Oklahoma Dr. A. L. Guthrie, Oklahoma Ciry. 
City. Disc Oo ) ) ) i ° O l - 
Discussion opened by Dr. R. E. Looney, Oklahoma a Conn ny Uy. Canes &. Cees, Cie 
City, Continued by Dr. D. F. Stough, Geary. 8. “Headaches of a Nasal Origin.”—Dr. Edward A. 
7. “Congenital Clubfeet.””—Dr. Earl D. McBride, Okla- Abernathy, Altus. 
homa City. D 1 by Dr. Edward F. Davis, Okla- 
Discussion opened by Dr. T. S. Chapman, McAlester, ge, {tai wy Be. Soe — , 
Continued by Dr. Winnie M. Sanger, Oklahoma City. 9. “Spheno-Palatine Headaches.”—Dr. James C. Bras- 
8. “Placenta, with Special Reference to Management well, Tulsa. 
of Third Stage of Labor.”—Dr. J. Winter Brown, Discussion opened by Dr. H. Coulter Todd, Okla- 
Tulsa. age P a . homa City. 
Discussion opened by C. F. D. O'Hern, Tulsa, Con- 10. “A Case of Alveolar Sarcoma Involving Antrum and 
unued by Dr. Geo. R. Osborn, Pulsa. Orbit.” —Dr. Howard S. Browne, Ponca City. 
9. Tuberculosis in Children.””-—Dr. Ray M. Balyeat, Discussion opened by Dr. E. S. Ferguson, Oklahoma 
Oklahoma City. City. 
Discussion opened by Dr. Julian Field, Enid, Con- 1]. Paper, subjec hes ced, Dr. D. D. McHenry, 
tinued by Dr. W. W. Rucks, Oklahoma City. OklshomaCity. iene _ 
10. “Physical Examination, and Antepartum Care of the HOSPITAL SEC LION 
Pregnant Woman.”’-—Dr. Dick Lowry, Oklahoma City. Sp, sient: i iieten, Gieienen for ike Tuls 
Discussion opened by Dr. E. P. Allen, Oklahoma City, a W Fm say ny 10 "1923... 7. 10. pM - 
Continued by Dr. John A. Reck, Oklahoma City. a en — ooo ao 
11. “Care of Premature Infant."—Dr. A. L. Salomon. yy.) Pl; ———— = , 
Oklahoma City. . Muse 7“ ie 
Discussion opened by Dr. J. Raymond Burdick, ee ate Cc 
Tulsa, Continued by Dr. Lee W. Cotton, Enid. ine Fi iis Seed & Cllene C 
SECTION ON GENITO-URINARY DISEASES, Music of 
DERMATOLOGY AND RADIOLOGY Illustrated iecanes ) Dr. Paul B. Mag- — 
Dr. M. M. Roland, Chairman, Oklahoma City “Prevention of Deformities vs ) nuson, Chicago, Ill. 
Dr. Robt. S. Love, Secretary, Oklahoma City the Cure of Deformities’ ) , 
: : ~ i Adjournment to Huckins Hotel for social program. 
1. Chairman’s Address—“‘Advancements in Derma- CLINICS 
tology and Radiology,”—Dr. M. M. Roland, Okla- ss 
homa_ City. ST. ANTHONY’S HOSPITAL 
2. “The Neglected Seminal-Vesicles”—Dr. E. G. Mark, Dr. R. M. Howerd, Chairman. 0} 
Kansas City, Mo. “ Number of Visitors Designated by Figures. 
Discussion oy: De. R. T. ne Oklahoma City. aceie Ser Sik 
3. “Epidermophytosis”.—Dr. C. H. Ball, Tulsa. wee —— : A: 
Discussion by: Dr. J. C. Vohnston, McAlester. 8 to 10. Plastic Surgery—Dr. von Wedel 25 Te 
4. “Prostatectomy in the Old. Poor Operative Risks.”’— Seed Winnie ite Celie : ts As 
y PY . yy. -- . 
Dis W. J. Wallace, Oklahoma City. Eye, Ear, Nose and Throat—Dr. Westfall. 15 ho 
_ Discussion by: Dr. F. E. Warterfield, Muskogee. 00 se 1. Geubeaniie Gussore—Ee. Went. 1s 
5. “Radiotherapy i in the Treatment of Uterine Bleeding.” Rath Medicine- = eat 40 ou 
na S. D. Necley, Muskogee. a Eye, Ear, Nose and Throat—Dr. Early. 15 an 
iscussion by: Dr. Ennis C. Wilson, Oklahoma City. ki Min de ti Skit 15 cel 
6. “Urethritis.”—Dr. J. H. Hays, Enid. = nce Watesiey May 10th. ; ’ A 
Discussion by: Dr. C. R. Day, Oklahoma City. 8 to 10. Orthopedic Surgery—Dr. Cunningham. 15 " 
7. “Bone Manifestations in Early Syphilis.”—Dr. C. B. GenierUsimees Disense—De. Taglar. 15 sib 
Taylor, Oklahoma “ay - Internal Medicine—Dr. Moorman. fes 
Discussion by: ; . L. Reeder, Tulsa. ; h 
8. “Urticaria.’—Dr. A. L. Stocks, Muskogee. (Continued on page 20, adv. section) = 
eC 





